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“Mrs.” Jekyll and “Mrs.” Hyde... 
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changes during the menopause that they seem like entirely 
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cularly . . . flows easily through a needle as small as 24-gauge, and seldom 
causes any pain or induration. Abbott's Estrone Aqueous Suspension, 2.0 mg. 
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packages of 100, l-cc. ampoules through pharmacies everywhere. 
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The Treatment of Burns 


MHE treatment of burns has become 
much more logical during the war 
years. During the several years preced- 
ing 1940, these methods were in use: 
1. Eschar: 
a. Tannic acid. 
b. Tannic acid plus silver nitrate. 
ce. Triple dye solution or jelly. 
2. Sodium chloride (or sodium hypo- 
chlorite) soaks or packs. 


3. Vaseline technic (Koch) with thick 
pressure dressings. 

4. Miscellaneous, including paraffin, 
treated greases (Biodyne), codliver 
oil. 

As James Barret Brown has suggested, 
the only practical classification of burns 
from the standpoint of treatment is first, 
those burns which did not involve de- 
struction of the entire thickness of the 
skin and second, those burns which de- 
stroyed the entire skin thickness. 

The more superficial burns will heal 
by new skin formation without grafting. 
The entire thickness burns will not heal 
with new skin, despite what type of med- 
ication is applied or given, and a skin 
graft will be needed if a huge scar is 
to be avoided. In other words, epithelial 
cells cannot be made to sprout from 
subcutaneous tissue. The beautiful pic- 
tures of ‘“‘before and after’’ burns pub- 
lished by some pharmaceutical houses 
advertising a pet remedy, all concern 
the more superficial burns. 

The pressure dressing technic of Koch 
has given very good results in the hands 
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of those who were willing to spend the 
time involved in applying the dressings 
properly 

Gurd! recently brought out a number 
of important points on the treatment of 
burns?: 

1. Give no local treatment until the pa- 
tient has definitely recovered from shock. 


2. Do not heat the patient; the room 
should be kept at 70° F. (It is realized 
now that heat causes vasodilatation and 
increase of shock; new studies being car- 
ried out indicate that local cold to the 
burned area may be the most effective 
treatment—Ed.) 


3. Give ample blood plasma or serum, 
in 500 cc. amounts, until shock is over- 
come, together with oxygen if indicated, 
water and carbohydrate during the first 
24 hours. If severe pain is present, give 
¥% gr. morphine intravenously at once, 
on admission, and repeat in 1 hour if 
pain is not relieved (appropriate dose 
for children). 


4. Operation: Give no anesthetic unless 
for a child. (a). Wash off with plain 
soap and water and rinse with saline 
solution. (b). Remove dead tissue with 
sterile forceps and scissors (the operat- 
or is gowned, masked and capped, and 
uses sterile gloves; all personnel must 
wear face masks to prevent secondary 
infection in the burn). (c). An occlusive 


1. Fraser B. Gurd, M.D., Professor of 
Surgery, McGill University Faculty of Medi- 
cine, Montreal, Canada. 

2. Before the International Medical Assem- 
bly, Chicago, Oct. 27, 1943. 
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dressing is applied, following the local 
application of 5 percent sulfathiazole 
emulsion in oil. 

5. Shock is over in 2 days. 

Toxemia is present from second to 
fifth days. 

Dressing is removed from eighth to 
fourteenth day (wound is often 
healed). 

Granulation tissue is present by the 
fourteenth day. 

Skin grafting is performed the eight- 
eenth day. 


6. A urinary output of 1,000 cc. daily 
must be maintained by giving fluids. 
Blood transfusions should be given to 
counteract toxemia and anemia. 


7. The sulfathiazole emulsion consists 

of 

Sulfathiazole 

Triethanolamine 

White beeswax 

Liquid paraffin 
A high sulfathiazole blood level has nev- 
er resulted from the use of this emul- 
sion, regardless of the extent of the 
burn. 

8. Technic of dressing: A wide mesh 
gauze is applied over the burned area, 
by applying small gauze squares (4 by 
6 inches) which have been ‘“buttered’’ 


with the sulfathiazole emulsion, after the 
soap and water cleansing. 


The gauze does not slip. The gauzes 
are overlapped. They keep granulations 
down and may be removed without 
bleeding. Six to twelve thicknesses of or- 
dinary gauze, which have been buttered 


with the sulfathiazole emulsion, 
then applied. 


Four to six inches of loose cotton 
waste is applied over the gauze and re- 
tained in place with sterile towels. Flan- 
nel bandages eight inches in width (four 
inches wide for extremities and chil- 
dren), which are cut on the bias so as 
to be elastic, are used to compress the 
cottonwaste tightly. There is no danger 
of interference with circulation if four 
inch bands are used. 

On extremities, each finger or toe is 
wrapped separately, except for top lay- 


ers, to avoid formation of adhesions be- 
tween them. 


At the completion of dressings, a plas- 
ter splint is applied to burned extremi- 
ties in a functional position. 

The dressings are removed between 
the eighth and fourteenth day. Do not 
take off the sulfamesh at that time. 


Results: No general or local infection 
appeared in cases treated in this man- 
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ner. This treatment often stops second- 
ary infection in burns that have been 
treated with other methods. 


This method of treatment makes sense 
because it stops all marked loss of serum 
from the burned areas (‘‘white hemor- 
rhage’’), it stops pain, it converts an 
open, dirty wound into a clean, closed 
wound, it decreases the amount of gran- 
ulation tissue formed and presents a 
clean bed for skin grafting. 


Discussion 


This editorial on present day manage- 
ment of burns was sent for criticism to 
Fraser B. Gurd, M.D., F.R.C.S. of Mon- 
treal, Canada, who with F. Douglas Ack 
man, M.D., F.R.C.S. Canada, has written 
the best book on treatment of traumatic 
injuries and burns published to date 
“Technique in Trauma: Planned Timing 
in the Treatment of Wounds Including 
Burns.”’ 

Drs. Gurd and Ackman were kind 
enough to send six photographs showing 
steps in their technique. 

Dr. Ackman forwarded the following 
additional clinical notes: 


‘“‘Many people talk very glibly about 
the application of compression dressings 
without being exactly clear what they 
mean. These dressings require real bulk 
of waste as you have outlined; certain 
suggestions in this connection are of 
some help.’’ 

The cover in which the waste is steril- 
ized makes an excellent retaining outer- 
cover for the waste, and will go back 
with the waste to be resterilized. I mere- 
ly open a package and fluff out the 
waste under the extremity. A particu- 
larly good grade of cotton waste should 
be chosen, and with a little inquiry can 
be obtained from the manufacturers. The 
finest grades are not by any means the 
best, and rayon waste is no good as it 
loses its elasticity and becomes a soggy 
mass if there is any discharge. The prin- 
ciple trouble with most people is that 
they will not use enough waste, as you 
have inferred. Too, the wide mesh gauze 
is much better than the narrow because 
it allows for drainage as well as splint- 
ing the surface. This is not real gauze but 
rather curtain material, and it is better 
if it is woven as curtain material is, as 
has been stressed in our papers. It is 
known to the trade as Nottingham lace 
mesh, and any size from twelve to 
sixteen is suitable. If this cannot be 
obtained in the United States as such, 
substitutes are easily obtainable, as I 
know, in Philadelphia for example. 
(American Lace Mfg. Co.) 
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Fig. 1. Basic wick mesh impregnated with emulsion. Each finger is wrapped 
separately. Gauzes are overlapped (shingled). 


Fig. 2. Ordinary gauze dressings well buttered with emulsion and applied in an 
overlapping or shingled manner. The fingers are not wrapped separately in this layer. 
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Fig. 3. Gauze covered arm embedded deeply in fluffed waste laid out to encase the 
arm. 
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Flannel bandages are best cut on the 
bias, and although cut straight can be 
used quite satisfactorily, especially as 
underlayers, the more layers of this ban- 
dage used, obviously, the better immobil- 
ization. We have found that nothing less 
than six inches is any use for extremi- 
ties, and if it is a bias bandage, the 
eight inch will narrow to this width. 
Four inches are suitable only for chil- 
dren. Long strips of adhesive or other 
elastoplast type of bandage may be used 
to reinforce the bandages, but are not 
essential. I prefer long narrow strips of 
three quarter inch width wound around 
the bandage in eccentric fashion, as 
the Romans bound their fasces. Finally, 
compression may be renewed from day 
to day, if necessary by simply adding 
new bandages to the outside of the dress- 
ing. 

Sulfathiazole emulsion, as you have 
outlined it has not been altered, and we 
have proven bacteriologically that at 
least it completely eliminates the strep- 
tococcus and appears to inhibit other 
pathogenic organisms. We have tried 
penicillin cream with not nearly as sat- 
isfactory results. 


Removal of the Dressings 


Sulfathiazole emulsion, as you have 
eight days is sufficient for these, and 
any longer time is merely holding up the 
patient. 


2. Deeper burns requiring grafting or 
redressing—it is our experience that 
grafting is more successful when done 
not earlier than the fourteenth day and 
not later than the twenty-fifth. We have 


therefore chosen sixteen days as the op- 
timum time. 


It will be seen from the above that th« 
surgeon’s judgement will be necessary t 
judge grossly at the outside which o 
these times shall be chosen. I confes 
that this is not easy in some of the in- 
termediate burns. 


These dressings are equally useful in 
frost bite, wounds, crushed hands, etc , 
as it is pointed out in our monograph, 
“‘Technique in Trauma,”’ Lippincott, Phil- 
adelphia, or papers in the Annals. It is 
not necessary, on removing the dress- 
ings, to more than recleanse the wound 
with soap and water. This is true, eve 
for grafting and I would emphasize th 
necessity of removing all granulation 
down to a good fibrous bed when graft- 
ing is done. In our hands, the Padgett 
Dermatone gives us the best results, 
if they should be split grafts. In any 
case, I would call your attention to a 
monograph appearing in the February 
Annals, by one of our group, Dr. J. E. 
Prichard, on a biopsy method of deter- 
mining the necessity for grafting. This 
is, in our experience, the most significant 
development in the last two years. There 
have been no major changes in our 
technique whatever, nor have we reason 
to alter our opinion or statements of the 
results since our last publication. 


Plaster enclosure of dressings has been 
practiced only where rigid immobiliza- 
tion is necessary and in burns this may 
be restricted to children, or where pro- 
longed transportation in the field is es- 
sential or impending. 


Fig. 4. Towels have been wrapped around the waste and the arm. The towels 
held in place by clips. 
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Fig. 6. Complete dressing. Adhesive strips are then added. 


Some Common Errors in X-Ray Interpretation 


By B. R. KIRKLIN, M.C. 
Section on Roentgenology, Mayo Clinic 
Rochester, Minnesota 


The most important essential neces- 
sary to avoid roentgenologic errors is 
the knowledge of normal roentgen anat- 
omy. Roentgenograms of satisfactory 
quality are also essential, especially 
in bone and gallbladder work. Special 
apparatus and procedures are frequently 
necessary in order to make roentgeno- 
grams of proper quality. Much depends 
on roentgenoscopic observation in the 
diagnosis of lesions of the _ gastro- 
intestinal tract. It is, therefore, necessary 
for the roentgenologist to develop a 
roentgenoscopic technic so that it be- 
comes automatic and leaves him free to 
concentrate on what he sees on the roent- 
genoscopic screen. 

Preparation of the patient is another 
important point and when properly done 
will eliminate many errors in colon 
examinations. For the latter procedure 
the patient should receive 2 fluid ounces 
(60 ¢.c.) of castor oil the night before 


Abstracted by R. L. Gorrell, M.D., from 4 
paper presented before the Inter-State Post- 
graduate Medical Assembly, October, 1944. 


the examination. When this is done fewer 
errors will result than when it is omitted. 
One important special procedure in colon 
work is contrast air studies which con- 
sist in injecting air into the colon after 
the barium enema has been completely 
expelled. This procedure will depict 
small polyps and malignant lesions that 
cannot be seen otherwise. 

In order to hold errors to a minimum 
the first responsibility is the roentenolo- 
gist’s but the clinician can assist in the 
following ways: (1) He should obtain the 
most competent roentgenologic service 
available (in medicine the best is never 
too good). (2) He should learn the exact 
significance of the roentgenologic re- 
port. (3) He should not always expect 
the roentgenologist to confirm the tenta- 
tive clinical diagnosis. (4) He should re- 
quest or even demand a conference with 
the roentgenologist or re-examination or 
both if the opinion of the roentgenologist 
is at variance with the clinical facts. A 
competent roentgeneolgist never resents 
a request for re-examination. 





Inearcerations of the Retrodisplaced 
Pregnant Uterus 
By CHANNING W. BARRETT, M.D., F.A.C.S., Chicago, Illinois 


NCARCERATIONS of the uterus may 

result from herniations, physiological 
enlargement, tumor growth or inflam- 
matory restrictions. Most of the observed 
incarcerations result from a_ gravid 
uterus becoming herniated, a herniated 
uterus becoming gravid, or by a retro- 
displaced gravid uterus in its growth be- 
ing held in the pelvis until it reaches 
such size as to be held by the overhang- 
ing promontory. 

A condition of almost equal import- 
ance is the herniations of pelvic organs 
through the pelvic floor during preg- 
nancy. This latter condition is more 
apt to take place when a considerable 
injury of the pelvic floor permits the 
escape of the cervix, rather than direct- 
ing it forward. Incarceration of the re- 
trodisplaced gravid uterus is distinct 
from those incarcerations which take 
place by herniation and by being acted 
upon by the constricting ring of some 
part of the abdominal wall. The incar- 
cerated pregnant uterus gives rather 
a distinct and uniform picture which 
when once familiarized is easily recog- 
nized, but when seen for the first time, 
may remain undiagnosed. 

Symptoms of Retrodisplacement 


Many cases are retrodisplaced when 
pregnancy begins, but all are not. In 
some cases, the uterus is known to be in 
position up to that time. Some cases 
are borderline cases and only a little 
weight has to be added to exceed the 
carrying power of the supports. The 
increased blood supply and the growth 
in structure of the organs, together with 
increased elasticity and length of the 
carrying structure cause the uterus to 
sag downward and backward. In many 
cases, the uterus has been carried fairly 
well until the increased weight and soft- 
ening of ligaments takes place, when 
retroversio-flexion is indicated by back- 
ache, bearing down and frequent desire 
to urinate. In some few cases, this has 
repeated itself with each pregnancy, 
until position, manipulation, pessaries, 
and so on, were able to carry the uterus 
along until its size prevented its return 
to the pelvis. 

Many cases with displacement have 
sterility, perhaps more by reason of 
the accompanying pathology, than as a 
result of displacement; fibroids, salpin- 
gitis, endometritis, are common causes 


Fig. 1. Incarceration of the pregnant uterus 
under the sacrum, showing the retrodisplace- 
ment of the cervix, the elongation of the 
urethra and the over-distention of the bladder. 


or associated with the displacement. The 
uterus proving intolerant to the early 
irritations may abort before the condi- 
tion of incarceration becomes apparent. 
If, however the uterus remains more tol- 
erant and pregnancy continues, bladder 
irritation and pelvic pressure increase. 
bowel evacuations become difficult, and 
a feeling of fullness is experienced in the 
perineal region, due largely to the pres- 
sure of the uterine fundus as the uterus 
enlarges. The uterus is more tense and 
larger than should be observed at any 
given time in the pregnancy. 

Physical Findings 


The cervix is found forward and up- 
ward, the extent depending upon the 
week of pregnancy and upon the com- 
parative amount of retroversion and re- 
troflexion, the cervix being found lower 
in retroflexion. In marked retroversion, 
the cervix may not be within reach of 
the examining finger at 3% to 4 months, 
although the vagina is a strong factor 
in converting a retroversion into a retro- 
flexion during the latter months, if it 
has not existed before. 

Progression of Symptoms 

During the first 6 to 8 weeks, the 
patient’s condition has been one of irrita- 
tion, annoyance, with increasing distress, 
with bladder discomfort, and possible 
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iemorrhoids; abortion not infrequent. 
During the period of 8 to 11 weeks, 
symptoms rapidly increase: marked 
bladder irritation, incontinence, residual 
urine, beginning “‘incontinentia paradox- 
ia,’”’” more complaints of rectum, patient 
in marked distress, tumor in pelvis 
and lower abdomen increasing out of 
proportion to the period of pregnancy. 

During 3 to 3% months, the patient 
is in great distress, with urine drib- 
bling away in certain positions so that 
the patient thinks all the urine is passing. 
The bladder reaches well up to or above 
umbilicus. The round mass of uterus 
presses close against the sacrum and 
coccyx, and against the symphysis as 
well. The perineal region begins to bulge 
because of descent of uterus between 
rectum and vagina. The patient is be- 
ginning to look frantically for relief. 

During 3% to 4 months critical period; 
Restlessness, pain, which may be severe; 
possible sepsis, uremia, rupture of blad- 
der, rupture of uterus, gangrene of blad- 
der, uterus or rectum; retained abortion, 
possibly necrotic and septic. 

During 4 to 4% months, usually death 
if not relieved, if this has not occurred 
before. 

During 3 to 3% to 4 months, period 
of possible spontaneous return of the 
uterus to position by growth of the an- 
lifting posterior 


terior wall upward, 
portion out of pelvis. 
Moderate adhesions do not always pre- 


clude a spontaneous restitution. One 
patient in the hospital, for efforts of 
return of the uterus, had had all meas- 
ures tried. Operation had been decided 
upon the following morning. During the 
night, the patient fell out of her high 
hospital bed, during restless sleep, with 
immediate relief. But this result cannot 
be counted upon; such a fall might 
cause rupture of the over-full, thinned 
out bladder, or rupture of the uterus 
with thinned out and degenerated wall. 
While an occasional case might get 
spontaneous relief, many cases would 
drift into a condition that would be fatal 
to the fetus, and even the mother, as 


well. Diagnosis 


Although there is marked deviation 
from normal, a close observer, although 
inexperienced in this condition, will su- 
spect a pregnancy, modified by some 
important complication. The early 
symptoms of pregnancy, the Aschheim- 
Zondek test, the developing picture of 
complications although not corresponding 
entirely to the time of pregnancy, a pos- 
sible X-ray picture will serve to establish 


a probability, if not a certainty, of preg- 
nancy. 
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Increasing bladder irritation with fre- 
quent urination, then difficulty in urina- 
tion, with a developing dribbling, 
together with enlarging mass in posterior 
culdesac, will serve to call attention to 
the nature of the complication, during 
the early stages. If seen later when the 
bladder has been greatly disturbed, it 
will show a mass in abdomen 1% to 
2% times the size of a pregnant uterus 
of the estimated period. A 3% months 
pregnancy of this type may show a 
bladder as high and as large as a 5% 
to 6 months size pregnancy; a 4 to 4% 
months pregnancy may exhibit a 7 to 8 
months pregnancy sized bladder, which 
sized bladders would be several times 
the size of their accompanying uteri. 

Then in addition to the larger tumor 
in front and above, there is a more 
tense tumor felt in the pelvis, an insist- 
ent sort of tumor seeming to occupy 
every nook of the pelvis and wanting 
more room. The cervix, if found at all, 
is reached high and in front through 
a markedly compressed vagina. One 
familiar with the picture recognizes it 
at once. 

Diagnostic Errors 


One unfamiliar has taken the 5, 6, 7 
and 8 months pregnancy sized tumor to 
be a gravid uterus far in advance of 
its supposed time. The pelvic mass, if 
recognized as something separate, is 
thought to be a fibroid, an ovarian 
tumor (cystic, solid or dermoid) or a 
possible malignant growth. The large 
abdominal mass has been taken for an 
ovarian tumor with the pregnant uterus 
crowded low, or may be somewhat in- 
carcerated by the tumor. . 


Extrauterine Pregnancy 

Our patient is very sick. I have seen 
a patient as sick with an extra-uterine 
pregnancy, but in that case the fire- 
works are over before they much more 
than begun in this case, and they are 
different, with sharp, sudden pains, 
bleeding and syncope. No such mass, 
although usually some. If matters adjust 
in extra-uterine pregnancy and preg- 
nancy continues, the patient has ceased 
to be acutely sick at 4 or 5 months; 
occasional twinges of pain, but perhaps 
no more bladder, bowel and abdominal 
symptoms than with ordinary pregnancy. 


Ovarian Tumors 


I have seen ovarian tumors, large 
and medium sized, with pregnancy, but 
if located above they do not crowd the 
uterus into such complete and tense 
occupancy of the pelvis, and if the 
pregnant uterus is above, the tumor 
maintains its identity as a tumor in the 
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pelvis, not so filling every available 
space. The tumor and the uterus com- 
pete with each other for occupancy in 
the abdomen, and the patient is not so 
distressed and the bladder not so much 
disturbed. 

I have seen a pregnancy complicated 
by an ovarian tumor with a_ twisted 
pedicle, in which the patient was very 
sick but the onset of pain was sudden, 
overwhelming, and there was sudden 
enlargement of the tumor and the loca- 
tion of the twisted pedicle defined. 

Making the Diagnosis 

The diagnosis is going to hinge largely 
upon what is found about the bladder. 
At 3% to 4 months the bladder is usually 
found to contain 50 to 100 ounces of 
urine. The urethra is found to be 3 to 5 
or more inches long. Traction and pres- 
sure upon the urethra are thought to 
explain the retention, but pressure inter- 
ference with the nerve supply is thought 
by some to be a factor, if not the 
main factor. Edema, infiltration and 
hyperplasia have so thickened the wall 
of the bladder that when empty it is 
about the size of a normal pregnant 
uterus of the given time, but more 
prominent by reason of being crowded 
forward and upward. The ureters will 
have been badly compressed and so 


hydronephrosis and uraemia may be 
present. 


A cardinal point in the diagnosis is 


the introduction of the catheter. If a 
rubber one is chosen, it should be new 
and firm so as not to buckle. A silk 
woven catheter may be better as having 
greater, resistance. A metal catheter 
with a male curve may be used, but a 
glass catheter is unsafe and no more 
appropriate than for male catheteriza- 
tion. Usually the new soft rubber instru- 
ment has been adequate. 

One should not be deceived by failure 
to draw urine at the usual urethra 
length. When the prominent mass is 
proven to be the bladder, one is well 
on the way to a diagnosis, although ex- 
actly the same behavior of the bladder 
has been observed in impacted fibroids, 
but the preliminary history is quite dif- 
ferent, lacking the definite history of 
pregnancy, and with perhaps a longer 
history of tumor with bleeding. 

A working diagnosis is not yet made 
if one fails to appreciate the extreme 
tenderness and _ vulnerability of all 
tissues. 

Treatment 


Attention to complicated  displace- 
ments before pregnancy is worthy of 
consideration. Unusual bladder irrita- 
tion, weight, pressure and uterine dis- 


placement during the early weeks of 
pregnancy should not be dismissed with 
instructions to report back in one month. 
That is the time that manipulation, knee 
chest position, pessary, and so on may 
correct the condition before the uterus 
attains a size to be held backward by; 
the promontory. Tampons should be usec 
with caution lest they stimulate contrac 
tions of the uterus. If replacement i: 
difficult, the patient may be placed i 

the knee chest or Sims position. A ter- 
aculum is used to make traction dowr- 
ward and backward on the cervix, and 
a firm 8 inch forceps carrying an eg 

sized ball of cotton or gauze may b 

made to exert firm yet careful pressur« 
against the fundus in the posterior cul 
desac. The finger may accomplish th« 
same purpgse, sometimes to bette: 
advantage working through the rectum 
Preparation for all replacement efforts 
should make certain of an empty bowe 
and bladder. Replacement is no guar- 
antee that the position will be maintain- 
ed. If there are no adhesions, a pessary 
may be tried to hold the cervix upward 
and backward. Quite early the promon- 
tory will be in the way of the body 
displacing backward, if the cervix is noi 
allowed to come downward and forward 

If considerable adhesions and adnexal 
complications are manifest, there is 
little to gain and much to lose in pro- 
crastinating until late incarceration has 
overtaken the patient. A laparotomy 
may be chosen at a time when success 
is fairly assured. Adhesions may be 
freed, and old or even active salpingi- 
tis may be removed, and at this stage 
to make the maintenance of the posi- 
tion: certain, the round ligaments may 
be shortened by a method described 
elsewhere. An indwelling catheter may 
be used for a few days. 

We come now to a time when there 
is little if any hope of returning the 
uterus to position whether or not there 
are adhesions. Position and manipulation 
have been tried with caution. A very 
careful effort may be made under an- 
aesthesia. Many unfavorable complica- 
tions are threatening or have begun. 
Abortion may not be evident and per- 
haps successful emptying of the uterus 
would be difficult; puncture of the uterus 
has been recommended, but is scarcely 
advisable. Laparotomy seems now the 
measure of choice. A generous incision 
should be made. The uterus will be 
firmly impacted. No hold for traction 
is available. With great difficulty the 
hand with palm forward is worked be- 
tween the sacrum and the uterus, great 
caution being observed not to injure 
the rectum or uterus. Adhesions may 
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or may not be encountered. With the 
hand reaching the extreme depth of the 
downward displaced culdesac, the free 
hand now uses a firm forceps and lapar- 
otomy sponge to press downward and 
forward, and then downward on the 
cervix. The pelvic hand and forearm 
now presses the uterus away from the 
sacrum. 


For the uterus to come out, an equal 
amount of air has to go in, and so 
atmospheric pressure has to be over- 
come. The uterus is lifted and crowded 
away from the sacrum slowly; pressure 
is made upon the cervix and air is 
heard to rush into the space created by 
lifting upon the fundus, with a sucking 
noise such as we farmer boys have 
heard when cattle or horses walk 
through a muddy swale. Finally the 
pocket fills and the side resistance is 
overcome and the uterus rolls out, look- 
ing twice the size that could have been 
contained in the pelvis. The urinary 
dam and the circulation is freed; edema 
soon begins to improve, hyperplasia 
begins to absorb. If damage has not 
been done that causes abortion, tissue 
development soon rights itself and preg- 
nancy continues. If such damage has 
taken place that the ovum has died or 
has fatally loosened, the uterus assumes 
a position that emptying may take place 
spontaneously or be emptied surgically. 


Gottschalk found that in 67 fatal cases 
the cause of death was— 


Uremia 

Rupture of bladder 

Septicemia of vesicle 

Gangrene of bladder 
Numberous other complications 
for an occasional death. 


In our cases, no mothers have been 
lost. One woman who managed to sur- 
vive until 442 months recovered, but had 


account 
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an early abortion after replacement by 
laparotomy. The cervix was not within 
reach until after replacement. The rapid- 
ity of expulsion of the ovum would sug- 
gest that an earlier expulsion would 
have taken place if the mouth of the 
uterus had presented. Borderline cases 
not large enough to assure a non-return 
have done well with round ligament op- 
erations, and in some cases additional 
necessary operations. Advanced cases 
needing only abdominal replacement 
have done well with the above exception. 
Conclusions 


As a frequent cause of sterility and 
early abortion we believe that retro- 
displacement, even prior to incarceration, 
is a frequent deterrent of child-bearing. 

There are those who hold that retro- 
positions are normal and harmless, but 
we cannot subscribe to this opinion. 
Some observers of cases of so-called in- 
carceration claim that they are all 
amenable to correction by nonoperative 
measures, but with this my experiences 
are not in accord. Early return with 
nonoperative measures seems best. In 
the middle period nonoperative treatment 
may be tried and persisted in for a short 
time, but the fact that the uterus may 
eventually leave the pelvis does not 
warrant a delay that may be dangerous. 

In late cases, careful efforts at mani- 
pulation may be tried after emptying the 
bladder and bowel, but little force or 
little delay should be employed. 

The advantages of an indwelling cath- 
eter in improving bladder conditions 
and taking its pressure off from the uter- 
us should not be overlooked. 

Careful laparotomy is less dangerous 
than a continuance of the condition. 

The most distinctive diagnostic point 
is catheterization. A small catheter 
should be used to insure slow emptying 
of the bladder; an interrupted current 
may be substituted. 


6 N. Michigan Blvd. 


Cancer of the Lung 


The symptoms produced by primary 
carcinoma of the lung depend to a large 
extent on the degree of bronchial ob- 


struction. The most important early 
symptom is a dry, hacking cough ac- 
companied by slight bronchial wheez- 
ing. During this early stage, a few coarse 
moist sounds may be heard over the in- 
volved pulmonary area. X-rays may 
show nothing, as the tumor at this stage 
is not large enough to cast a shadow. 
Slight asthmatic wheezing is a very im- 


portant early symptom and should never 
be neglected. It is commonly présent in 
all cases of bronchial carcinoma. Wheez- 
ing means only one thing—partial bron- 
chial obstruction. The importance of this 
one symptom—wheezing—alone cannot 
be too strongly emphasized. Any patient 
particularly of the cancer age group 
presenting this symptom should imme- 
diately be X-rayed and should have the 
benefit of a diagnostic bronchoscopy. 
—Med. World (Lond.), Sept., 1943. 





The Growth of Infant Behavior 
By ARNOLD GESELL, M.D.,* New Haven, Connecticut 


These photographs illustrate methods 
of developmental diagnosis as described 
in the basic manual by Gessel, Arnold 
and Amatruda, Catherine S.: DEVELOP- 
MENTAL DIAGNOSIS: Normal and Ab- 
normal Child Development. 

The developmental examination of be- 

*Yale Clinic of Child Development, School 
of Medicine, Yale University, 14 Davenport 
Avenue, New Haven, Connecticut. 


+Paul B. Hoeber, Inc., 49 East S3rd St., 
New York, N. Y. 


Developmental examination of a preschool 
child. The recorder observes behind the con- 


havior is essentially an examination of 
the central nervous system. 


Diagnosis is based on norms of ma 
turity for motor, adaptive, language, anc 
personal social behavior. 

The norms are used im the appraisal 
of developmental defects and neurologi- 
cal deviations; and also in the pediatric 
supervision of normal infants and young 
children. 


Clinical crib visible through a one-way-vision 
screen. The crib is equipped with an infant 
chair, and test table for the examination of 


cealment of a one-way-vision screen. 
iS 


behavior patterns. 














This diagram pictures a simple but effective setup for the developmental examination of 
infants and preschool children. The child enters at (1), passes through the hallway (2) which 
connects with the reception room (3) (and also with the bathroom at 6). The reception room is 
furnished with adult chairs and pen (4) and child’s chair (5). The observation room (7) has 
been partially darkened by drawing the shade at the window. The recorder takes station in the 
chair equipped with writing arm (9). Observer is seated nearby, behind the one-way-vision 
screen panel (12) which communicates with the examination room (15), entered by the door 
at (13), equipped with one-way-vision window (14). The examination room is equipped with an 
examination table (16) showing the picture book (17) and child’s chair (18) in position. The 
mother sits at the right (19); the examiner at the left (20), with direct access to the examin- 
ing cabinet. (21). 
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A developmental series of photographs of behavior patterns of the same baby at fourteen 
age levels: 1 week, rotates head; 6 weeks, extends arm in tonic neck reflex; 8 weeks, holds ring 
without regard; 12 weeks, follows small ball; 16 weeks, stares at cube; 20 weeks, contacts 
spoon; 24 weeks, prehends cube; 28 weeks, bangs cube; 32 weeks, rakes pellet; 36 weeks, 
pursues second cube; 40 weeks, inspects bell; 44 weeks, plucks pellet; 48 weeks, recovers cube 
from under cup; 52 weeks, scribbles. 





Personal Experiences With Contact Lenses 
By THOMAS AUGUSTUS GRIFFITH, M.D., Le:cington, Kentucky 


HE writer has worn contact lenses 

successfully for about two years, 
having been engaged in arduous practice 
and attending labor cases up until 
August 15, 1944. I have had keratoconus 
(conical cornea) since early youth, but 
not until 1942 was I forced to wear 
contacts. 

Contact glasses have been used for 
the past few decades. There has been 
a gradual increase in the number of 
people wearing them, until at the present 
time, within the service and without, 
there are over 10,000 pairs worn. 

Besides their use in this aggravating 
condition of cone-shaped cornea, they 
are successfully prescribed and worn 
in cases of high astigmatism, after some 
cataract extractions, certain corneal dis- 
eases and by dancers, actors, football 
players, golfers, boxers, public speakers, 
seamen (in which case the lids act as 
windshield wipers), pilots, chemical 
workers, patients requiring thick lenses 
and in cases in which one eye requires 
a much greater correction than the 
partner. 

Keratoconus is a progressive non- 
inflammatory condition of the cornea 
in which its layers thin due to gradual 
atrophy, the cornea bulges and assumes 
a cone shape under pressure of a normal 
intra-ocular tension (see _ illustration). 
The apex of the cone may be eccentric. 

A pigment which gives a hemosiderin 
reaction is sometimes deposited at the 
base. The cause is unknown. 

The condition markedly interferes 
with vision on account of the scarring, 
the high myopia, and the irregular as- 
tigmatism produced. The condition is 
always bilateral but it may begin in 
one eye and progress to the other. 
Glaucoma is not a cause as one would 
expect since it is a disease of later life. 


Personal Experience 


To me, these thin invisible lenses are 
the best things in medicine. After one 
first learns to insert them under the 
lids, his task is then one of accustoming 
himself to daily wear. A person who is 
obligated to wear these new chemical 
eyes should have regular hours, his 
social life likewise has to be scheduled. 
One should explain their disability to 
their friends so that they wont think you 
are ‘‘schizophrenic’’ or maladjusted. To 
the intelligent, this is easy. It is very 
hard for the general practitioner to 
continually advise his patients that he 


Pig. - 
Fig. 1. Keratoconus. 


Fig. 2. Placing the solution in the contact 
lens, which is placed on the inserter. 


Fig. 2. 


can’t go because he isn’t wearing his 
glasses. In short, the contact lens pat- 
ient has to readjust his manner of living 
to his condition. 

There are two parts to these magical 
eyes: The plastic lens and the fluid 
lens. The fluid that I use is one which 
has a concentration of exactly one-fourth 
dram salt and soda to five and one-half 
ounces of tap water. In some localities, 
cne must use distilled water on account 
of the chlorination (at least temporar- 
ily). After a time, a good many patients 
can use any of the fluids such as sodium 
bicarbonate, sodium chloride in various 
concentrations or Giffords Buffer Solu- 
tion. Each »watient must work out 
his individual fluid and at best, at the 
present time, many find that the fluid 
clouds up every three to four hours and 
the lenses need to be removed by a 
rubber suction tip according to the cus- 
tomary technique. This cloudiness is 
probably due to epithelial desquamation 
and changes in the fluid due to chemical 
secretion of the eye. Vitamin B complex 
may lessen the desquamation. 

Personally, I have worn my lenses as 
long as fourteen hours and have changed 
six to eight times daily. It is encourag- 
ing to learn that various physicists and 
chemists are working on these fluids 
along the same lines as with other 
opthalmic solutions. Concerning the per- 
iod of wear, it is further advised not to 
go beyond the period of tolerance which 
is usually signalled by a slight burning 
of the lids; although the lids do not 
become congested to any degree, there 
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Fig. 3. 


Fig. 3. Spreading the eyelids apart before 
insertion of the contact lens. 


Fig. 4. Actual insertion of the contact lens. 


is a slight thickening of the lids and a 
discoloration of the outer surfaces due to 
“chronic wearing.’’ It is a.good plan to 
epply hot moist applications before re- 
tiring, since I believe this adds to your 
next day’s comfort. If one notices that 
he is getting a little too much lid sen- 
sitivity, he may use an eye cup but do 
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not place the cup completely against 
the orbit. Bathe the eyes and reapply 
hot compresses. Go to work the next day. 

In making the solution, it is a good 
plan to use a two ounce bottle of pocket 
size, to carry the fluid to the office but 
it can be made and placed in a larger 
bottle. From the larger bottle at home 
the last ounce, more or less, will have 
to be discarded due to changes in tem- 
perature, accumulation of sediment, with 
frosting on the edges of the glass bottle. 
The latter can be remedied in part by 
keeping the bottles cleaned with cotton 
or cloth. 

This fluid which one uses in this lens- 
cup really amounts to a new cornea, 
smoothing out the irregular curvature 
and correcting this irregular astigmat- 
ism. In the case of myopia, the corneal 
segment of the lens contains the minus 
correction. 

The technic of removing and reinsert- 
ing the lens can be learned in ten 
minutes from the optician. I presume 
that the ‘‘illiterate’’ would have no use 
for the contacts and the mentally defic- 
ient could not learn to use them. We 
have also seen individuals whose eyes 
“congest’’ and become overactive when 
the mildest drop of medicine is placed 
in the conjunctival sac. These individ- 
uals would be fearful concerning the 
use of contact lenses. 

I have worn my lenses through attacks 
of hordeola (style) with comfort. About 
the only use I know for boric acid is for 
prevention of these simple infections 
and the above mentioned eye-wash 
(Eyelo) contains it with certain other 
harmless ingredients. 

I could write endlessly about the care 
of the lenses but suffice it to say that 
with all the troubles and grind involved 
in wearing contacts successfully for 
pathological conditions, they are a small 
price for good vision. Without lenses 
my vision is 0/0; with my lenses inserted 
I have 6/10 vision with both eyes. 

233 Chenault Road. 
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New Approach to the Problem of Functional 
Indigestion: Treatment 





By R. R. GUTSTEIN, M.D., Kendallville, Indiana 


1. Rule out the presence of organic 
diseases before diagnosing functional or 
nervous indigestion.1 

2. Tender regions, caused by fibrositis, 
can be demonstrated by careful palpa- 
tion over the lower part of the sternum 
or the three portions of the recti ab- 
dominis muscles in practically all pa- 
tients with functional indigestion. 

3. Head interpreted his classic studies 
on pain as indicating that the afferent 
nerves of the viscera are the same as 
those which furnish skeletal tissue with 
deep sensibility. This view is upheld by 
Lewis and Kellgren.2 

4. The interpretation of these investi- 
gators implies that the recti abdominis 
muscles with their attachments to the 
lower mid-frontal part of the chest have 
a common sensory innervation with the 
digestive tract. This not only explains 
the clinical fact that pathology of the 
digestive tract may cause a referred 
pain in abdominal muscles, but also 
makes it plausible that this mechanism 
may operate in reverse; i.e., that fi- 
brositic irritations of abdominal mus- 
cles may cause a referred irritation or 
hyperesthesia of the digestive tract and 
thus disturb and alter its functions. 

5. This hypothesis is substantiated by 
the fact that an effective treatment of 
abdominal fibrositis was accompanied 
by relief from functional dyspepsia in 
nearly 200 patients. 

6. They complained of one or several 
of the following symptoms: ‘“Gas,”’ 
nausea, heartburn, regurgitation, vom- 
iting, belching, hunger pain, pain after 
eating; pain or soreness, pressure, tight- 
ness, ‘“‘swelling,’’ bloating, and burning 
over the upper or lower parts of the 
abdomen. All these symptoms yielded 
to the local treatment without the aid 
of medication. 

Practically all of those patients who 
had to be careful in their diet reported 
that after the treatment, sometimes only 
after one injection, they could tolerate 
foods which in the past caused ab- 
dominal distress. 

The relief from ‘‘bad taste’’ was fre- 
quently reported. In the great majority 
the complaints were of long standing. 
Complete relief has lasted in many pa- 
tients from one to three years. Recur- 
rences were promptly controlled by the 
same treatment. 
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7. The dyspeptic symptoms which are 
associated with chronic gall baldder dis- 
ease, gastric ulcer or colitis may be 
partly due to a co-existent abdominal 
fibrositis. Its treatment, however, should 
only be an adjunct to standard medical 
measures. 


Effective Method of Treatment 

Tender spots over the lower sternum 
and its lateral edges and the inner third 
of the arcus costarum respond well to 
one or several freezings with ethyl 
chloride. 

After freezing a spot, pressure is ap- 
plied against it with a pledget of cotton. 
In patients with thick subcutaneous tis- 
sue or, when a quick effect is desired, 
5 to 10 ce of 1 per cent procaine solution 
or 1 per cent quinine urea _ solution, 
(needle gauge 23, 1% inches) or ‘‘APO” 
solution (Anesthesin 2.5, Phenol 1.0 in 100 
cc. of olive oil, needle gauge 22, 2 inches) 
are injected and deposited over the 
sternum, meanwhile changing the direc- 
tion of the needle several times. 

Tender spots of the recti abdominis 
muscles may sometimes be abolished 
with ethyl chloride, if the subcutaneous 
tissue is thin. Otherwise, novocaine solu- 
tion or ‘‘APO”’ solution 5-10 cc., injected 
underneath the muscular fascia has pro- 
ven very effective. 

In some patients, results are obtained 
by treating only one or two of their 
most tender spots, while in others, all 
tender spots require treatment. In many 
patients, one spot has to be injected 
several times. A small number of pa- 
tients require a long course of injec- 
tions. The patient should be informed 
that the first injection of the upper 
portion of the rectus muscle is occasion- 
ally followed by a considerable discom- 
fort lasting six to twelve hours. 

In conclusion, it must be stated that 
the location of a sore spot by the patient 
frequently does not coincide with its 
origin which represents a point of max- 
imum tenderness. This should be re- 
membered when the patient locates his 
pain in the midline above the navel or 
laterally to the rectus muscles. 
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PICTORIAL SECTION 


Examination of the Eye 


Fig. 1. The patient looks up while the 
lower lid is everted, thus exposing the 
lower conjunctival sac. 


Fig. 2. First step in examining the up- 
per conjunctival sac: The patient is told 
to look down; the operator then places 
the finger, a pencil or any other round 
object on the upper lid just above the 
plate of tarsal cartilage, and grasps the 
lashes with thumb and finger of the 
other hand. 


Fig. 3. The upper !id is then pulled 
out and the finger pressed down, thus 
rotating the tarsal cartilage so that the 
lid is turned inside out. 


Fig. 4. If the retrotarsal folds are to 
be visualized, one continues on from Fig. 
3 by pulling out on the lid and pressing 
the folds into view with a small probe 
or pencil behind the lid. a. indicates the 
placing of the probe or applicator; b. 
the exposure of the folds, in lateral sec- 


tion; c. the exposure in anteroposterior 
view. 


LVERTING THE LObke 


Fig. 5. A good position for eye exam- 
ination and treatment. The patient is 
relaxed and comfortable; he cannot see 
what the physician is doing. The physi- 
cian is in a comfortable position and 
has the light on the eye. Neither the 
binocular magnifier nor the magnifying 
lens to throw a concentrated beam of 
light on the eye are absolutely neces- 
sary but they are of great help in find- 
ing small foreign bodies. 


Fig. 6. A front view of the surgeon 
removing a foreign body while standing 
behind the patient. 


The left hand of the surgeon (if right 
handed) is used to separate the lids, the 
index finger retracting the upper lid and 
the middle finger the lower lid. 


The surgeon’s right hand holds an 
applicator, eye needle or spud, in the 
same manner that one holds a pen, with 
the index finger on top and middle finger 
supporting. 
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PICTORIAL SECTION 


EYE EXAMINATION 
AND TREATMENT. 
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Determining Intra-Ocular Tension 


The general practitioner should know 
what the normal eye feels like, so that 
he can recognize acute glaucoma (a 
cause of severe headache and inflamed 
eye) and can check eyes for chronic, 
painless glaucoma in patients who com- 
plain of changes in vision. 


The index fingers of both hands are 
placed on the upper lid while the patient 


is looking down. In this way, one is 
palpating the eyeball itself. Feel several 
person’s eyes and learn to recognize 
the normal ‘“‘springiness’’ as contrasted 
to the hardness of glaucoma. Occasion- 


ally, a soft eyeball is noted in diabetic 
acidosis. 


This test closely resembles the palpa- 
tion for fluctuation of an abscess. 





PICTORIAL SECTION 


Removal of Foreign Bodies 


A. The foreign body is seen on the 
cornea. 


B. Three instillations of cocaine or 
Butyn solution are given. 


C. If the foreign body is lightly ad- 
herent, it is gently brushed off with a 
tightly wound cotton applicator. 


D. If it has penetrated into the cor- 
nea, a spud or eye needle is introduced 


Ti FOREIGN Boby 
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H. If the foreign body is not seen dur- 
ing the routine examination of the eye 
and not seen when the patient rotates his 
eyes from side to side, one should; 


I. Instill two drops of two percent 
fluorescein solution into the eye. 


J. The eroded area of cornea around 


perpendicluarly along side. 


E. The foreign body lifted up by work- 
ing the spud under it. 


F. An antiseptic solution is instilled. 


G. The eye is covered with an oval eye 
pad fastened in place with scotch tape 
or adhesive tape. This last step is al- 
ways a safe procedure for the next 12 
hours. 
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the foreign body will stain green, and 
be sharply contrasted to the yellow of 
the normal eye. (Fluorescein is of value 
in recognizing superficial ulcers of the 
cornea and in watching their healing). 


K. Atropine sulphate solution one per- 
cent should be used only if the eroded 
area is very large or is infected. 
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CLINICAL MEDICINE 


Fecal Fistula 


By A. L. LICHTMAN, M.D., and J. R. McDONALD, M.D., Rochester, Minn. 


Causes of Fecal Fistulae 


Underlying Disease 
Appendicitis 
Pelvic inflammatory disease 
Tuberculosis, intestinal or pelvic 
Regional enteritis 
Malignant tumors or pelvis or in- 
testine 
Diverticulitis 
Miscellaneous: Ulcerative colitis, 
actinomycosis, intestinal obstruc- 
tion, foreign body in abdomen, bile 
duct operations, drainage of ab- 
scesses, following bowel resec- 
tion, undiagnosed 4 percent 


Percent 


37 percent 
17 percent 
..-16 percent 


Diagnosis 

The diagnosis of external fecal fistulae 1s 
made apparent by the nature of the dis- 
charge. Sinus tracts infected with E. Coli 
can stimulate fecal drainage. If indigestible 
or insoluble substances are fed, they can be 
found in the drainage if a true fecal fistula 
is present. In fistulae which discharge inter- 
mittently, the passage of gas indicates a 
small opening in the bowel. A foreign body 
must be ruled out. X-ray after injection of 
bismuth-petrolatum paste into the tract may 
be helpful. 


Internal fistulae are diagnosed by careful 
roentgenoscopy with barium in the intestine. 

Suppurative saccular fecal fictulae have a 
poorer prognosis and demand more difficult 
surgical correction. These patients give a 
history of intermittent fecal-t and puru- 
lent discharge; bleeding occurs in this type of 
fistula only. 


Classification of Fistulae 


1. Congenital: Most congenital fistulae ter- 
minate at the umbilicus and represent a 
patent omphalomesenteric duct; very rare. 

2. Acquired: (A) Spontaneous (pathologic) 
fistulae follow spontaneous rupture of the in- 
testine due to infection, malignant lesion or 
impeded circulation, as perforated appende- 
cial abscess, diverticular abscess or strangu- 
lated hernia. Internal (entero-enteric) fistulae 
are formed this way. Gastrojejunocolic, chole- 
cystoduodenal and vesicosigmoid fistulae are 
the result of nature spontaneously decom- 
pressing an obstructed bowel. 

(B) Traumatic fistulae may follow gunshot 
wounds, perforating wounds, compound frac- 
tures, and hemorrhages. 

3. Postoperative: (A) Intentional, to relieve 
an obstruction, to rest a portion of diseased 
bowel; colostomy, enterostomy, or (B) acci- 
dental, those following operations on malig- 
nant and inflammatory lesions of the bowel 


Descriptions of Fistulous Tracts 


Multiple tubular fecal fistulas 


Suppurative saccular Single tubular 


fecal fistula fistula 


\ 
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Combined internal and external -fistula 
after Lichtman a McDonald 


Fig. 1 shows a lip fistula, in which there usually is continuity between the mucous mem- 


brane and the skin. 


Fig. 2 shows a lip fistula with a spur or promontory which separates the proximal from 


the distal loop of intestine. 


Fig 3 illustrates a pyogenic or suppurative saccular fecal fistula. Fecal or purulent material 
is discharged intermittently because of the interposition of an abscess cavity between the 
internal and external opening. This type is frequently difficult to distinguish from a sinus 
tract infected with E. Coli. The rather small bowel opening closes periodically and neither gas 
or feces passes. A foreign body may be present in the tract. Operation is more difficult and 


prognosis is poorer in this type. 


Fig. 4 demonstrates a single tubular and Fig. 5 multiple tubular fecal fistulae. A smaller 
portion of the feces passes through the tract than in. the cases of lip fistulae. 
Fig. 6 indicates combined internal and external fistula. 
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Psychoneuroses in Peace and War 
(Psychosomatic Medicine) 
By BENJAMIN POLLACK, M.D.,* Rochester, N.Y. 


‘MHE vast problem of the psychoneu- 

rotic is little appreciated by the 
average layman, and its magnitude and 
incidence is frequently unfamiliar 
to even the professional psychiatric 
worker. During war time, there occurs 
such an enormous intensification of 
emotional disturbances, that the problem 
becomes more acute for many individ- 
uals with a decreasing capacity to with- 
stand the shock and stress of a pro- 
longed period of uncertainty. 

It is difficult to give an exact defini- 
tion of a psychoneurosis since the type 
and form which they take, are multiple. 
This becomes all the more important at 
the present time when the problem of 
the treatment of a psychoneurotic in the 
civilian and military population, has be- 
come rather acute. The writer although 
engaged entirely in psychiatric pursuit, 
has been amazed at the prevalence of 
psychoneurotic disorders in the popula- 
tion. During my work as a neuropsy- 
chiatric examiner for the Armed Forces 
at the induction station, the major por- 
tion of neuropsychiatric rejects are on 
the basis of psychoneurotic disability. It 
must be quickly pointed out at this time, 
that a false concept in relation to these, 
should be corrected. Many individuals 
labeled with a diagnosis of psycho- 
neurosis, believe that this implies a 
serious disorder which bars them from 
pursuing their normal civil occupation. 
Many employers have taken this atti- 
tude, and have unjustly refused to take 
back employees who formerly were 
quite capable. Such a diagnosis may, or 
may not, interfere with their capacity. 
Frequently, individuals with such a con- 
stitution because of their intense emo- 
tional drive and tension, make better 
employees as a result of their greater 
preoccupation with a desire to please 
and succeed. 

Neurosis has been described by Mac- 
lay and Guttman as the expression of 
the result of a person’s incapacity to 
adjust themselves or to overcome a par- 
ticular situation in life, very often with 
much internal conflict. In many people 
there seems to be a constitutional pre- 
disposition for such a reaction pattern 
which comes to the fore after certain 
difficult situations, such as disease, in- 
fection, injury, exhaustion, fear and 
emotional upheavals. In others, the 
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symptoms arise without any obvious pre- 
cipitating stimulus. The emotional reac- 
tion from which the symptoms arise, may 
be of conscicus or unconscious origin. 

In the majority of cases, the patient 
is at first able to conceal or disguise 
his symptoms from his family and the 
public. It may be necessary to modify 
his behaviour to an extent which may 
be recognized by his associates but he 
is frequently able to disguise the origi- 
nal difficulties from them. Much re- 
sourcefulness is necessary because very 
often he disguises the true source of his 
difficulties even from himself and he 
feels relatively protected. His uncon- 
scious forces have so skillfully disguised 
the deeply underlying symptomatology 
that even the patient may not know their 
meaning. Only some of the symptoms 
may come to his consciousness as an 
undesirable foreign element. This may 
merely take the form of tension states, 
which are recognized by the patient, 
and possibly by other associates, as 
nervousness. 

The psychoneuroses often denotes 
some form of bodily disorder without 
actual structural change. It is dependent 
in some unknown way on psychic causes, 
or it may involve an actual mental dis- 
turbance which evolves into the form 
of fear, anxiety, persistent ideas, or 
motor acts. Disturbances may also be 
sensory, subjective, or motor. They may 
be observable or entirely visceral. Any 
portion of the body may be involved, 
leading to anesthesia, hyperesthesia, 
pain, headache, palpitation, breathless- 
ness, anorexia, weakness, fatigue, in- 
ability to swallow, to breathe or move 
a limb. 

It is unfortunate that such patients 
receive such little comfort from physi- 
cians. They are told that their pains 
are imaginary. However, such pain is 
as painful as a_ genuine - pathological 
bodily disorder. A hysterical pain is a 
real pain. Paralysis, paresis, tics, 
tremors, deformities, and difficulties in 
speech are as disturbing to the patient 
as if they were due to organic changes. 

Psychoneuroses in general, represent 
the failure of the individual to adapt 
himself to surroundings; difficulty in 
growing up. 


Classification of Psychoneuroses 


Hysteria — Under this term, we have 
anxiety hysteria and conversion hys- 
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teria. Anxiety hysteria is a vague term 
on which there is not complete agree- 
ment as to what should be covered by 
this designation. To many, anxiety hys- 
teria is merely conversion hysteria with 
anxiety added or it may be included 
under a later classification known as 
psychasthenia. 


Patients who present conversion 
symptoms with phobias but are rela- 
tively free from recurring attacks of 
anxiety, may be grouped under the 
heading of conversion hysteria. Many of 
these cases however, because of the 
mixture symptoms, are placed under the 
mixed psychoneuroses. However, it must 
be recalled that some of the hysterical 
symptoms seen, may occur in the psy- 
choses and by themselves, are not diag- 
nostic. It is necessary to consider the 
whole personality, the clinical picture 
and the history. 


Psychasthenia, or compulsive states 
are also frequently designated under 
other classifications. This is a tremen- 
dous field in which the cases predomin- 
ately have obsessions, compulsions, 
fixed spasms and phobias. There may 
be paralytic types, which comprise 
paralysis of the various limbs, mono- 
plegias, hemiplegias, ophthalmoplegias 
and even aphonias. Another type is the 
hyperkinetic type with symptomatic 
manifestations of tics, spasms, tremors, 
epileptic convulsions, stammering and 
stuttering and parasthetic types with 
dysesthesia and paresthesias. Autonomic 
types consist of various manifestations, 
such as hyperhidrosis, edema and ulcer- 
ation. The amnesic type consist of an 
interesting variety of symptoms such 
as those with fugue, amnesia, somnam- 
bulism, catalepsy, trance state, dissoci- 
ated personality, delirium, hallucination, 
dream state and stupor. This type must 
be diagnosed with great caution as they 
may include cases of actual psychoses 
such as schizophrenia or epilepsy. Psy- 
chasthenia obsessions may also consist 
of: Counting, kleptomania, dipsomania, 
pyromania, and trichotillomania. 


Neurasthenia and organic’ disease 
must be differentiated, and this is not 
frequently as easy a problem as may 
appear on the surface. Many of these 
patients complain of motor and mental 
fatigubility, diminished power of concen- 
tration, pressure on the head, scalp, 
neck or spine. They appear mildly de- 
pressed, frequently have no appetite and 
difficulty in swallowing or breathing, 
pain in the back or palpitation and weak- 
ness of the legs. They present a true 
problem in diagnosis. 


Hypochondriasis is a rather grave con- 
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dition which is not too amenable to 
treatment. Such individuals show an ex- 
cessive preoccupation with the state of 
their health or of various organs with 
a variety of somatic complaints which 
are not relieved by a demonstration of 
the lack of pathology. Every physician 
is aware of the weak, toxic appearing, 
depressed patient, who consults one 
doctor after another without relief. He 
is often induced to seek operative relicf 
and many do have actual operations. 
Such individuals are impossible to ap- 
pease, and no appeal to reasoning or 
logic is successful in eliminating the 
difficulty. Disappointment after disap- 
pointment follows and the added strain 
leaves the patient worse than ever. Such 
patients should never be told that his 
symptoms are entirely mental, or to just 
snap out of it as an individual resents 
this. They require long sessions of dis- 
cussion of the difficulty before any suc- 
cess is obtained. It may be a matter of 
years before any apparent success is 
obtained. The approach and explanation 
to their problems should be gradual and 
their complaint should not be dismissed 
with a mere shrug of the shoulders and 
the statement ‘Oh, it’s all mental, just 
forget about it and you'll be all right.” 


Reactive Depression in patients is 
rather difficult to assess but should be 
placed under the classification of psycho- 
neurosis because they apparently are the 
result of an obvious external situation 
which might produce sadness, such as: 
Bereavement, sickness, financial, and 
other worries. A reaction to a more 
marked degree and of longer duration 
than normal sadness may be looked upon 
as pathological. This depression should 
not attain the depth of the true manic 
depressive with motor and mental re- 
tardation. Reactive depression quickly 
clears up. The fact that it is a reaction 
to an external cause which apparently 
is obvious, the type of personality that 
develops this form of reaction is not 
a well integrated stable individual but 
one who has many faults in his person- 
ality but has, under ordinary conditions, 
been able to maintain and repress. 


Anxiety States consist of cases which 
show more or less continuous diffuse 
anxiety and apprehensive expectation, 
frequently with paroxysmal  exacer- 
bations associated with physiological 
signs of fear, palpitation, dyspnea, 
nausea and diarrhea. In such cases, 
emotional tension is apt to be very high 
and this may be accompanied by irrita- 
bility and intense self preoccupation. 
Such cases are frequently seen occurring 
in what are known as the acute war 
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neuroses. The majority of cases, respond 
favorably to immediate treatment. At 
the first sign of a breakdown, very heavy 
sedation should be given to produce un- 
consciousness for hours. Sedative treat- 
ment may stop the development of a 
neurosis and avoid the necessity of hos- 
pital treatment. Treatment and rehabili- 
tation depends to a certain extent on 
the physical state of the patient. Deep 
sleep with heavy sedation supplemented 
for a day or two with milder sedation, 
often in such cases seems sufficient to 
enable the patient shortly to carry on 
with his work. This treatment can be 
further used in the form of narco-analy- 
sis. Such patients are given an injection 
intravenously of a sedative drug and, 
under the influence of this drug, much 
of the tension is relieved, their inhibition 
removed and they are able to discuss 
with a psychiatrist, much of the difficul- 
ties which led to their mental break- 
down. Of course, it is necessray that 
such conversation be under the control 
and guidance of an experienced worker. 
This type of therapy is also of great 
value for many cases of hysteria, es- 
pecially hysterical paralysis of the limbs 
or aphonia and similar types of disorder. 
Understanding 


In order to understand the mechanisms 
behind the formation of a neurosis, it 
is also necessary to know something 
of the manner on which a personality 
is developed or built up. Many of the 
complex patterns of behavior are well 
organized and integrated in the person- 
ality of the individual during the first 
decade of life. The period of childhood 
is peculiarly significant in laying the 
foundation stone of both mental health 
and stability. Man is essentially a gre- 
garious animal who functions better with 
a group than when he is functioning 
as an isolated individual. Suggestibility 
plays a very definite role in an individ- 
ual’s behavior pattern. The general 
fundamental need of all children is a 
feeling of self security. 

Mental health is affected when life 
is threatened with no opportunity for 
either fight or flight. Fear of family 
separation, economic changes, depriva- 
tion of necessities or even of a pre- 
viously enjoyed luxury, frustrated ambi- 
tion, fear of being afraid, all threaten 
morale and foster anxiety. A child liv- 
ing in such an atmosphere will obvi- 
ously be effected by such parental atti- 
tude and will assume the same pattern 
of indecision. 

Next to the feeling of being wanted 
comes the feeling of being needed. 
Everyone wants to feel that they are 
filling a useful niche in the world. They 
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crave love and affection as well as the 
envy of others. Such consideration may 
be obtained not from the major events 
of life but from very minor ones. This 
includes the necessity for success in 
some form of endeavor in which the 
individual can obtain greater efficiency 
or a higher goal than another. The actual 
field of endeavor may be exceedingly 
minor but a person has a feeling of 
superiority, if he can at all, in any 
manner, master something to a greater 
extent that other people in his environ- 
ment. 

All individuals do not react in the 
same manner under stress and strain. 
The resulting behavior is due to be- 
havior patterns built up from childhood. 
Not only is their early conditioning dif- 
ferent but their emotional patterns are 
individual and these will influence their 
reaction during any period of stress. 
Emotions of fear and pain constitute a 
machinery for self preservation. The 
fear of death and the shrinking from 
danger are but rarely scrutinized in 
their reality. They are antisocial in trend 
and so are cast down by good citizens 
into the subconscious. Fear arises in 
individuals, who have many other un- 
conscious anxieties which danger brings 
to the surface. Panic, or some unreason- 
able fear, occurs when there is any 
threat to safety. 

War Neuroses 


During the last war, much was heard 
of shell shock. This is an unfortunate 
term as it was made an excuse for 
much abnormal behavior. All cases of 
shell shock comprise essentially cases of 
hysteria or other psychoneuroses. Under 
this heading were massed cases of 
amnesia, stupor, sleeplessness, night- 
mare, mutism, blindness, tremors, palsy 
and anxiety neuroses. Such symptoms 
can occur not only under the strain of 
warfare but also in individuals await- 
ing transport over seas. The acceptance 
of this term had the obvious result of 
satisfying many a patient as to the pro- 
priety of his ailments. This was not a 
conscious assumption of symptoms but 
an unconscious one. It is interesting to 
note that this syndrome was never known 
in soldiers suffering from actual serious 
physical wounds. The explanation to this 
is quite obvious. A person with a serious 
wound requires no further excuse for 
his absence from the battlefield. A per- 
son with a slight wound or no wound at 
all unconsciously develops symptoms 
severe enough to remove him from the 
battlefront. Such cases were an enormous 
problem in the last war but the experi- 
ence gained by the British during this 
war, has gone far towards the proper 
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recognition, treatment and prevention 
of this type of disorder. 

That more cases of psychoneuroses 
occurred before the bombing of Britain 
than during it was soon recognized as a 
therapeutic method of approach. People 
who had something to do did not develop 
psychoneurotic difficulties. It was only 
when they waited for the bombing with 
little to do in the way of rehabilitation, 
that such disorders arose. As a result, 
all the population were put at some 
task, whether it was as an air raid ward- 
en, caring for children, looking after 
certain sections or given some form of 
authority. In this way, many cases of 
psychoneurosis were inhibited or pre- 
vented from developing. During the ac- 
tual bombing, of course, everyone was 
busy and the busy ones did not develop 
reactions. The individuals who remained 
alone, stayed in shelters, huddled and 
afraid to move, were more likely to 
develop neurotic disorders than those 
who kept themselves working. 

Personality Development 

An individual is born with primitive 
urges for his own self satisfaction. This 
is known as the pleasure principle 
but it quickly comes into conflict with 
the outside world and thus the pain and 
pleasure principles meet and from that 
point on, the individual must appease 
both. This comprises the first ego or 
first disorganized appreciation by the 
infant or child of his own self as an 
individual. As time goes on, other pat- 
terns are added and modification occurs 
through parental influences and the guid- 
ance of teachers, priests, ministers and 
others. This added control is known as 
the super ego or the unconscious con- 
science. This is actually what we mean 
by a civilized individual. 

The super ego controls our impulses, 
our primitive instincts, so that they 
eventually emerge to acceptable fields. 
This is not always possible in individuals 
and whenever there is too much con- 
flict, the result is seen in the formation 
of unstable individuals who give vent to 
their emotions or who complain that 
they are nervous, fidgety or have the 
jitters. In cases of psychoneurosis, the 
super ego punishes not only itself and 
the ego but keeps its secret from the 
primitive, instinctive psychic structure 
with which an individual is born. As a 
result of this, the patient knows that he 
is suffering but not why. 

All experiences during a person’s life 
time, are stored within the individual. 
Nothing is actually forgotten but may 
emerge at some time when the inhibi- 
tions are lowered. The super ego 
watches over this carefully and may be 
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harsh or unusually strict when failure of 
adaptation occurs. 

Psychoneuroses, therefore, essentially 
consist of a failure to grow to an adult 
emotional life or maturity. The symp- 
toms manifested are disguised in a sym- 
bolic fashion and are frequently un- 
known to the actual individual as tc 
etiology. The symbolic method of escape 
is nature’s method whereby part of the 
individual may be preserved as only a 
part is involved. In many of these cases 
the result is that the individual feels free 
from blame. This is particularly true 
when the escape takes the form oi 
somatic disturbances. Such displacement 
is simply one method of disguise. The 
disguise formis the actual symptom and 
the connection between this and the 
original precipitating cause is frequently 
unknown. It may be the result of a re- 
activation of a long forgotten unpleasant 
experience. 

Signs of emotional disturbance, physi- 
cal or mental, aroused in this way with- 
out adequate conscious reason, are 
recognized by the subject and mistaken 
for signs of disease. Thus the necessary 
conditions for neurotic symptom forma- 
tion are reproduced. 


Summary 
1. Psychoneuroses are divided 
six essential classifications: 
1—Hysteria 
2—Psychasthenia 
3—Neurasthenia 
4—Hypochondriasis 
5—Reactive depression (simple situ- 
ational depression) 
6—Anxiety states 
2. Psychoneuroses represent  essenti- 
ally a primitive method of disguise to 
escape a disagreeable situation. This 
mechanism is entirely unconscious and 
occurs in an individual whose personal- 
ity integration has been poor. Such in- 
dividuals have always shown some form 
of instability and difficulty in coping 
with real or imaginary situations in life 
3. An individual’s reactions, thoughts, 
emotions and actions are essentially the 
result of a compromise of his psychic in- 
ternal forces. In psychiatric termin- 
ology, it is a compromise between the 
primitive desires of the id and ego on 
one hand and the restraining influence 
of the super ego. The latter represents 
the adaptation and the modification that 
have occurred in the original psychic 
drives as a result of environmental cir- 
cumstances, chiefly those taught by the 
parents, the school, religion and the law. 
4. Breakdowns occur when unusual 
circumstances are met, which the indi- 
vidual. cannot cope with. The obvi- 
ous precipitating circumstance is merely 
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one factor which sets free the conflict 
which has raged in the unconscious or 
foreconscious psychic apparatus. 

5. The resulting symptoms make their 
escape in disguise or symbols. They take 
the form of either psychic or organic 
complaints. In the case of the latter, 
the presence of an organic complaint 
frequently appeases the individual in 
that now he has something which 
appears visible and real to him. 

6. Since the symptoms of a psycho- 
neurotic are the result of an internal 
conflict, the nature and degree of the 
symptoms and signs present, are sub- 
ject to wide fluctuations and frequent 
exacerbations and remissions. 

7. The war neuroses are no different 
than those seen during peace time. They 
likewise occur only in individuals who 
have had an unstable, poorly integrated 
personality which never reached full ma- 
turity or adjustment. 

8. The acute neuroses occurring dur- 
ing actual combat have proven amend- 


able to treatment by prolonged nar- 
cosis and narcoanalysis. In such cases, 
only the acute symptoms are removed 
but the unstable personality remains. 
The slowly produced psychoneuroses of 
civilian life do not respond nearly as 
readily to this form of therapy. 

9. Psychoneurosis comprises the larg- 
est cause for rejection at the army in- 
duction station and also of all army 
neuropsychiatric rejects among soldiers. 

10. The cause of the psychoneurosis 
goes back to childhood and the faulty 
formation of the personality during the 
formative years. This makes their treat- 
ment and removal a difficult matter. 
They have been found to be extremely 
widespread in the civil population. The 
degrees of psychoneurosis are subject to 
wide variations. The majority of cases 
are mild and unnoticed by the family 
or fellow workers, and they do not neces- 
sarily prevent the individual from be- 
coming a useful citizen and worker. 

1850 South Avenue. 
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Urethritis in Men and Women 
By ROGERS DEAKIN, M.D. 
St. Louis, Missouri 

Irritations of the urethra may pro- 
duce symptoms somewhat resembling 
those encountered in more severe in- 
flammations of the kidney and ureter. 

How The Urethra Appears: The mu- 
cosa is not smooth and glistening, as 
the urethra normally appears, but ex- 
hibits patches of normal mucosa inter- 
spersed with areas of congestion and 
edema, giving a ‘‘splotchy’’ appearance. 
The degree of involvement varies with 
the severity of the condition. 

In advanced cases, particularly in the 
female, small polypoid masses of granu- 
lation tissue stud the urethra, some of 
these showing a true hyperplasia of epi- 
thelium (often called ‘‘tabs,”’ or “‘chronic 
hyperplastic urethritis’’). 

The posterior urethra in the male is 
commonly involved. Tabs or small round- 
ed congested elevations stud the surface. 
On touching them with a high frequency 
coagulating current, there is an audible 
“pop,’’ resembling an explosion. 

Urethral Irritation is Common: Most 


women past 50 show considerable chronic 
irritative conditions in the urethra with 
a high percentage of symptoms result- 
ing therefrom. Chronic inflammation of 
the male posterior urethra is encountered 
in a younger age group and is frequently 
associated with chronic prostatic inflam- 
mation. 


Symptoms: Frequency, burning, urgen- 
cy, leading both the physician and 
patient to think that cystitis or kidney 
disease is present. Excesses of food, al- 
cohol, or exercise, aggravate the symp- 
toms. Special sensitivity to certain foods 
(tomatoes, asparagus) may be present 
(Possibly the whole process is on allergic 
basis—Ed.) 


Summary: If we have patients with 
symptonis of cystitis or. pyleonephritis 
whose urine is negative chemically and 
microscopically, they may frequently 
have bacteria in or attached to epithelial 
cells; which may be seen in stained 
smears of catheterized urine in women 
or from the first glass of a two-glass 
test obtained from a male. 


Treatment: Proper surgical treatment 
of cystocele, prolapse and other condi- 















tions causing an angulation of the fe- 
male urethra. Superficial coagulation 
through the urethroscope of specific le- 
sions (tabs, granulation tissue) in the 
posterior urethra of both men and wom- 
en, permits return to normal of the ure- 
thral mucosa and a relief of symptoms. 

This therapy has cut down the number 
of men who required prostatic massage 
and irrigation several times weekly. The 
prostate drains only through the 30 to 40 
minute prostatic ducts in the posterior 
urethra. Swelling or granulation tissue 
in the urethra block these ducts. Electro- 
coagulation of these areas permits free 
drainage, which prostatic massage does 
not. This procedure does not result in 
scar tissue, because the coagulation is 
superficial. 


(Those physicians who have a urologist 
within consultation distance will do well 
to advise their patients suffering from 
these symptoms, to have a urethroscopic 
examination. Other physicians may 
follow the advice of Edgar Ballenger, 
urologist of Atlanta, Clinical Medicine, 
November 1944 and dilate the urethra, 
_— with meatotomy if indicated.— 

D-) 
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Use and Abuse of Sulfonamides in 
the Treatment of Skin Diseases 
By NORMAN TOBIAS, M.D. 
Assistant Professor of Dermatology 
St. Louis University School of Medicine 
St. Louis, Missouri 


Indications: 1. Acute infections of the 
skin and acute infections of the underly- 
ing tissues respond well to sulfonamides. 
Chronic infections of the skin and sub- 
cutaneous tissues usually do not respond 
well. 2. Serious vyogenic infections, gon- 
orrhea, and serious systemic diseases. 

Local or general sensitization may oc- 
cur. One should use care in prescribing 
local or oral sulfonamides for service 
men as many men have been sensitized 
as a result of local applications or pro- 
phylactic use in prevention of epidemics. 


Oral Sulfonamides 


(1) Chancroid responds well. (2) Pro- 
phylactic use in gonorrhea; there is no 
effect on certain resistant strains of the 
gonococcus. (3) Cellulitis. (4) Lymphan- 
gitis. (5) Streptococcic pharyngitis. (6) 
Axillary abscess. (7) Erythema nodosum. 

Penicillin plus sulfonamide cures 40% 
of patients with sycosis, (barber’s itch), 
anthrax, erysipelas and actinomycosis. 
Old cases are not cured. 

Pemphigus is benefited but not cured 
by sulfonamide and penicillin. Lympho- 
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granuloma responds well to the combined 
medication. 


Local Uses of Sulfonamides 
(1) After other local measures have 
failed, (it should be remembered thai 
the boric acid pack wiil do almost as 
much as the sulfonamide by local appli- 
cation.) (2) In conditions where scarring 
will result, if infection is not cured 
promptly, (it should nct be used for 

such transient infections as boils.) 

From six to ten per cent of persons are 
sensitized to sulfonamide by local appl - 
cations. The persons may become sen- 
sitive to ordinary treatment, such as 
sulphur, so that routine treatment can- 
not be employed. 

Never use sulfonamide in weeping ec 
zema or in erythematous areas as ab- 
sorption occurs. 

Do not combine local and oral use of 
sulfonamide as 22% of persons becom: 
sensitive under such treatment. 

Failures of sulfonamide treatment are 
due to (1) wrong diagnosis (2) improper 
cleansing of the skin or (3) combined in- 
fections. 

Sulfonamides should never be used 
longer than seven consecutive days. They 
should never be used on non-bacterial 
conditions such as psoriasis. Sulfonamide 
should never be used in contact derma- 
titis as the patients are already allergic. 

The exfoliative dermatitis following the 
sulfonamide reaction is treated by vita- 
min C (ascorbic acid). 


Discussion: Concerning Impetigo Pre- 
vention. It is a risky procedure to use 
sulfathiazole ointment as it may sensitize 
the new born baby. If an epidemic oc- 
curs, the baby should be put in separate 
rooms and the nursery be entirely paint- 
ed. The baby should be taken out of the 
hospital as rapidly as possible. 1% silver 
nitrate solution and sweet spirits of nitre 
should be painted on the areas of im- 
petigo or equal parts of brilliant green 

% and gentian violet 1% applied. 

Other effective applications are 3% am- 
moniated mercury ointment, hydrosorb 
(Abbott Laboratories) or sulfonamide 
powder. 


Treatment of Sulfonamide Sensitivity 


Large doses of vitamin C (ascorbic 
acid) are given orally or intravenously. 
Calcium is given orally or intravenously. 
Wet packs are applied of aluminum sub- 
acetate (Burrows solution) with ice wat- 
er to dry up oozing lesions. 

Penicillin won’t cure any condition not 
cured by sulfonamide. When combined, 
25% better results may be expected. Mi- 
crocrystalline sulfathiazole should be ap- 
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plied around a boil to prevent new le- 
sions from forming. 

Tyrothricin has been used for a short 
time. We know little about it. 

° 
Postwar Deafness in Your Patients 
By BERNARD J. MCMAHON 
Associaie Professor of Otolaryngology, 
St. Louis University School of Medicine, 
St. Louis, Missouri. 

Industrial and military deafness will 
be common after the war. This deaf- 
ness will be due to the degeneration of 
the cochlea. 

Possibly the new war workers will 
have more trouble with deafness because 
they were not accustomed to exposure 
to noise. Investigation shows that work- 
ers long exposed to noises develop a 
physiologic protective mechanism, 

Prevention: Remissions from noisy 
work must be given to allow regenera- 
tion of the cochlea, or protective ear de- 
vices must be constantly worn. 

Quinine treatment of malaria must be 
remembered as a cause of degeneration 
of the cochlea. Fortunately, atebrin 
is in much more common use and when 
quinine therapy is being carried out, 
it is discontinued at the first sign of 
' decreased hearing. 

General Treatment of Deafness 


Thyroid extract should be given to in- 
crease the local circulation in the ear, 
if a lowered basal metabolic rate is 
present or if there are signs and symp- 
toms of hypothyroidism. A more normal 


Type of Noise 


1. Constantly repeated noises. riveting. 


2. Sudden, loud noises. gun fire. 


Caused By 


1. Diesel engines, airplanes, 


. Explosions, bomb bursts, 
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function of the middle and internal ear, 
plus increased alertness, results. 

Vitamin B complex therapy should 
only be given for its general effect as 
it has no local specific action. 

The treatment of deafness must in- 
clude Surgical, Supportive, Psychologic 
therapy. 


a 


The Early Diagnosis of 
Appendicitis: Stoppage of Gas 
By E. L. KEYES, M.D. 
Department of Surgery 
Washington University School of 
Medicine, St. Louis, Missouri 


Gas stoppage is a sensation that oc- 
curs at the onset of about 8 out of 10 
cases of acute appendicitis, and usually 
disappears with localization of the in- 
fection to the appendix. It occurs con- 
sistently at onset in one other abdominal 
condition only, namely acute obstruction 
of the small intestine. 

The sensation is referred to the mid- 
line most frequently in the umbilical or 
epigastric areas. 

The sensation begins gradually, as a 
rule. It is vague and hard for the pa- 
tients to describe. It feels to them as if 
gas or something was stopped up inside 
of them. It feels as if passing gas or de- 
fecation might relieve them. Yet the sen- 
sation persists even if they can pass gas 
or defecate. 

The feeling is a vague crampy gripe 
or ache, as if epsom salts (magnesium 
sulphate) had been taken but would not 


| Deafness 


1. Cnrahle, if atrophy of organ 
of Corti and -nerve has not 
gone too far. 





lo. May not be curable. Less 
| damage if ear drum ruptures. 
| 








Types of Deafness 


Type 


1. Conductive deafness due to mechanical 
lesions (wax in external canal, Eustachian 
tube swelling, middle ear infections). 


9 


ness is variable; cochlea and eighth nerve 
injury affect function; one can’t diagnose 
_ extent or rate of regeneration. 


2. Receptice deafness: Insidious progress; deaf- 





Treatment 


1. Treatment of local condition; plastic surgery 
to correct deformities. 





2. Cessation of traumatic sounds to allow re- 
generation of cochlea. 





3. Mixed deafness: (conductive and receptive): 
It is hard to determine the percentage of 
each cause. 


4. Hysterical deafness. 


5. Combined organic and functional deafness. 


3. Correct conductive deafness first (see above). 


4. The psychiatrist and the otologist must cor- 
rect mental and physical maladjustments. 





5. As in 4 above. 
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move the bowels, and had set up a kind 
of unrelieved pulling, tugging or rumb- 
ling. It is a tight, full or stuffed feeling. 
To some women, it feels somewhat like 
the crampy pains of menstruation. It 
may be an old fashioned bellyache that 
lasts unremittingly for hours and hours, 
which may be mild or severe. 

It causes patients to think of taking 
laxatives. It makes them go sit on the 
toilet, often fruitlessly. It is a sickening 
urge to move the bowels which bowel 
movement fails to relieve. It is not nau- 
sea. It is a downward, not an upward 
urge. It is a symptom, not a physical 
sign. 

How To Recognize It 


Three questions have been devised so 
that the physician may definitely recog- 
nize this symptom. 


Question Answer, if gas 


stoppage is 
present. 


1. At the beginning, did it | yes, usually (occa- 
feel as if gas or something sionally, no). 
was stopped up inside of 
you? 





2. At the beginning, did it | Yes. 
feel as if passing gas or 
moving the bowels would 
have relieved the feeling? 


3. At the onset, if you were | No. 
able to pass gas or defe- | 
cate, did this relieve the 
feeling completely? 





+ 


Use of Concentrated Red Blood Cells 
By P. G. DANIS, M.D. 
Senior Instructor in Pediatrics 
St. Louis University School of Medicine 
St. Louis, Missouri 
Concentrated red blood cells have 
many clinical uses: (1) Hemolytic ane- 
mias (infections, poisons, familial icteric 
anemia, erythroblastosis), (2) aplastic 


anemias, (3) premature babies, (4) hemo- 
philia, (5) purpura, (6) hemorrhagic dis- 
ease of the new born, (7) malnutrition, 
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The Importance of “Knows” 
(An Arab Saying) 


(8) post operative or post partum bleed- 
ing, (9) hemorrhage of the new born. 

Results: (1) Rapid blood replacement. 
(2) Stimulation of bone marrow. (3) 
Increased resistance. (4) Control of hem- 
orrhage. (5) Neutralization of factors 
causing hemolysis. (6 )Rapid increase 
of hemoglobin in hypochromic anemia. 

Technic: Bank blood made up with 
glucose and citrate solutions is used; 
plasma is removed except for a 1 cmm. 
layer left over the red blood cells. The 
suspension, which remains, contains 
from six to seven million red blood 
cells per cmm. It is used with the same 
technic that whole blood or plasma is 
used; the cross matching preceding 
transfusion is preferably done by the 
test tube method. 

The use of concentrated red blood 
cells gives the effect of multiple blood 
transfusions. 

Concentrated red blood cell solution 
may be given intravenously or into the 
bone marrow of the tibia. 

Premature babies especially need red 
blood cells because they have a smaller 
amount of iron deposited in the tissues. 


Rh Factor 


Erythroblastosis fetalis is often due to 
the mother being Rh negative and the 
father being Rh positive because the 
Rh factor is a predominent character- 
istic. The baby is Rh positive, often 
born dead, or it is very liable to have 
erythroblastosis fetalis. Transfusions of 
Rh positive blood cures erythroblastosis 
fetalis. It was previously thought that 
Rh negative blood was needed. In this 
condition, the differential diagnosis is 
difficult, so one may give the same type 
of blood as the baby’s blood, safely. 


Dosage: 10 c.c. of concentrated red 
blood cell suspension is given per pound 
of baby’s weight. Don’t use physiologic 
saline solution to precede the blood in 
the new born as these infants can only 
take a limited volume intravenously. 


‘*He who knows not, and knows not that he knows 


not, is a fool; shun him. 


‘“‘He who knows not, and knows he knows not, can 


learn; teach him. 


‘“‘He who knows, and knows not that he knows, is 


asleep; awaken him. 


‘‘He who knows, and knows that he knows, is a 


king; follow him.”’ 






é dileiial 


The Well-Informed Physician 


‘The majority of all illnesses are easily 
diagnosed by the well informed and well 
trained physician without special equip- 
ment, and most of the patients thus diag- 
nosed can be satisfactorily handled with- 
out access to special facilities. . . The 
problem is to educate the doctor so that 
he will be informed of the modern ad- 
vances of medicine, to keep him in- 
formed of continuing advances, to give 
him free access to facilities for employ- 
ing these advantages, and finally to make 
it possible for the sick or potentially sick 
patient to purchase what the family doc- 
tor, thus made fully adequate, can sup- 
ply.”’ 

“The fundamental difference between 
the type of development for which the 
Pratt Diagnostic Hospital is striving and 
that of other present day clinics: The 
Pratt aims to complement the family 
doctor, whereas other clinics tend to sup- 
plant him. .. . The diagnosis can be made 
in an institution; the subsequent care 
should be handled by a family physician. 
.. . It would be difficult to prove that the 
ailing patient who has a well informed 
family doctor with ready access to the 
benefits of medical advances is not in 
the long run better off than the patient 
who is tagged through an impressive in- 
stitution and then of necessity left more 
or less to his own devices.’’* 

The title for this editorial was chosen 
because it emphasizes what so many 
physicians blithely overlook, that the 
physician must be well informed. The 
general practitioner and his protagonists 
state that he can care for 80 to 90 per- 
cent of all illnesses. He can give excel- 
lent care, if he is a student of medicine 
and continues to be one. 


Not only must he keep up with worth- 
while advances in medicine, of which 
there are only a few each year, but he 
must constantly renew his original store 
of medical knowledge. Facts learned in 
medical school and hospital work soon 
begin to fade, if not remembered and 
used. Instead of a thorough examination 


*Proger, Samuel: A Postgraduate Program 
to Fit a Pattern of Medical Practice. J.A.M.A. 
124: 823 (Mar. 28) 1944. 


of the chest, he routinely thumps and 
listens. All persons with fever and cough 
have ‘“‘pneumonia.’’ Gastrointestinal up- 
sets are due to gallbladder disease, pep- 
tic ulcer or psychoneurosis. His histories 
dwindle to a few lines. 

He glances through his several medi- 
cal journals, yawns when he sees that 
no ‘“‘common’’ conditions are included 
and takes note only of new types of of- 
fice treatment. He buys several books 
each year, then rarely glances at them. 

If only he would have a program, a 
plan so that each month he would bring 
up to date a small portion of his medical 
stock, he would have the feeling of ac- 
complishment and of keeping up, his pa- 
tients would be better diagnosed and 
treated and his time would be spent ef- 
ficiently. 

A Program 

Study does not consist solely in sitting 
home with a book. Talk over interesting 
patients with other physicians (meet the 
other fellow half way—you’ll find that he 
isn’t such a bad sort, after all; the use- 
less jealousies between physicians pre- 
vents much spread of medical knowl- 
edge); attend hospital staff meetings, 
especially clinico-pathologic conferences 
where you can compare the clinical find- 
ings with the necropsy findings; take a 
post-graduate course every two or three 
years, rather than attend state or na- 
tional medical meetings for that year. 
You can always read the proceedings of 
the society in a journal or book for the 
price of a hotel room, but a good post- 
graduate course will give you fresh ideas, 
contact with patients, opportunities to 
see how the other fellow does it. 

The Journal of the American Medical 
Association should be inspected careful- 
ly. It is the leading medical journal in 
this hemisphere, possibly in the world. 
Within its pages will be found many 
worthwhile ideas (I didn’t believe this 
until I tore apart all issues published in 
two years and sifted them down) and 
modern advances are well covered. 


Our Program 
The magazine which you are holding 
at the moment, and we hope you are 
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reading, has a definite program for its 
readers. Articles are requested from men 
who have something worthwhile to say 
and who can say it briefly. Abstracts 
are chosen from fifty medical and sur- 
gical journals for their worth, not their 
novelty. 


Graduate Courses contain the brief 
ideas of a number of men on such topics 
as hypothyroidism, diagnosis of goiter, 
cancer of the colon, high blood pressure 
and so on. Pictorial Sections present in 
illustrated form medical and surgical 
technic, especially as carried out in the 
home and in your office, easily under- 
stood explanations of physiology which 
can be applied in your practice (look for 
capillary circulation sketches, [May, 1945] 
which show how a few facts help you to 
diagnose and treat edema, cardiac fail- 
ure, shock and other conditions), photo- 
graphs and sketches of conditions and 
aids you should know, in quiz form 
(watch for the gynecologic clinics). In- 
stead of reading a long article to learn 
what the Rh Factor is, quickly review the 
illustrations“in the December, 1944 issue. 
What is the safest method of handling 
the appendix stump and what is wrong 
with the usual “‘ligation and inversion?”’ 
See the Pictorial Section for January, 
1945. 

Our Five Year Plan 


We have plans made so that the physi- 
cian who reads Clinical Medicine regu- 
larly during the next five years will 
have reviewed every subject of major 
importance and will have learned the 
few really important advances made 
each year.—R. L. GorRELL. 


+ 


This above all: to thine own self be true, 
And it must follow, as the night the day, 
Thou canst not then be false to any man. 


—Shakespeare in Hamlet. 


5 


Subcutaneous Oxygen 


In 1925 I saw, in Dublin, oxygen in- 
jected subcutaneously in several types 
of cases—cases where there was thought 


be be tissue anoxia. These 
nephritis, cardiac weakness, 
and others. 


On my return home I used it for sev- 
eral years but with only moderate suc- 
cess. The trouble was that the relief was 
only temporary (e.g., 2000 cc. would last 
only about two weeks). But it did give 
relief .in well selected cases. For example, 
a patient with rheumatoid arthritis, 
valvular heart disease, and the conse- 
quent poor metablism, found such relief 


included 
arthritis, 


EDITORIALS 


that she made the journey from a neigh- 
boring city several times,—that is, unti 
compensation had been reestablished. 


As shown us by Dr. McGinnis in Dublin 
the subcutaneous method simply consists 
in putting the oxygen into the container 
or bell of a metabolism outfit, attaching 
a rubber tube with a spinal needle, and 
then inserting the needle’ beneath 
the skin in the lateral aspect of the 
thighs. One can inject 2000 cc. easily in 
this way. The gas spreads more easily 
downwards to the knees than it does 
upward over Poupart’s ligamint. There 
is no pain if one releases the gas slowly 


I read that oxygen is being used in a 
similar way for burns and arthritis by 
Dr. John H. Evans of Buffalo—only this 
time it is being injected near the site 
of the lesion. My experience would jus- 
tify the belief that Dr. Evans’ claims are 
justified, and that the subcutaneous use 
of oxygen is a worth-while procedure, 
even if not mentioned in the textbooks.— 
G. H. Hox, M.D. 


(For the physician who does not have 
a metabolism machine handy, one may 
use a small tank of oxygen, which is eas- 
ily portable, and which contains oxygen 
under low pressure, so that it may be 
directly connected to rubber tubing lead- 
ing to a large bore eedle, just as is 
used in administering hypodermoclysis. 


Air can be injected under the skin, 
without any equipment but a syringe, if 
one is caught on a distant home call, al- 
though huge amounts must be used as 
only one-fifth is oxygen. A 25 or 50 cc. 
syringe and large needle will permit 
the injection of several thousand cubic 
centimeters subcutaneously within one- 
half hour. The needle is left in place 
while the syringe is disconnected and air 
sucked into it. 


Anesthetists tell me that this is an 
inefficient method of administering oxy- 
gen. Empirically, I have seen its effec- 
tiveness in practice out on the prairies 
far removed from oxygen tents and 
masks. Scientifically, the oxygen is 
placed in the tissues alongside the capil- 
laries and ready for absorption without 
reference to such lung lesions as pneu- 
monia or pulmonary edema which in- 
terfere with oxygen absorption by the 
lungs themseives.—(R. L. G.) 


+ 


If a little knowledge is dangerous, where is 
the man who has so much of it as to be 
out of danger?—Thomas H. Huzley. 


+ 


No feeling of satisfaction quite equals that 
of having done a difficult job extremely well 
—Cheeriology. 
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Simple Tourniquet 


By W. M. Hayes, M.D., 
Hamilton, Ohio 


An ordinary piece of tubing, 44 inches 
long, % inch diameter and % inch bore, 
is folded on itself and passed around the 
upper arm. 

The ends of the tubing are passed 
within the loop (see above) pulled back- 
ward and downward, then held in place 
by an assistant or by the patient. 

After completion of vein puncture, the 
tourniquet snaps off as soon as the 
downward pull is released. 

207 Ross Avenue. 


+ 


Oral Bismuth for Syphilis 


The oral administration of bismuth 
(Dihydroxypropyl Bismuthate) in the 
treatment of syphilis, in doses of 50 to 
100 mg. three times daily, results in high- 
er concentrations of bismuth in the blood 
than that obtained by the usual intra- 
muscular injections of bismuth subsali- 
cylate. The same high concentrations are 
obtained in spinal fluid. Syphilitic lesions 
heal almost as rapidly. Each dose is giv- 
n into an empty stomach.—RUuUBEN 
NoMIANnD, M.D., University of Iowa, Iowa 
City, Iowa), in Am. J. Syph., Jan. 1944. 
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Breast Feeding 
By CLIFFORD G. GRULEE, M.D. 
Chicago, Illinois 
Because many types of infant feeding 
work out well, it has become a habit 
with many physicians to prescribe arti- 
ficial feeding routinely, or at the least 
sign of insufficient breast milk supply. 


I may mention that breast milk won’t 
be rationed. 

Twenty thousand babies have been ob- 
served for 5 years in infant welfare sta- 
tions. Their parents comprise all. for- 
eign types, usually in the lower income 
group. A summary of their types of 
feeding is: 

1. Total breast feeding—48 per cent 

2. Partial breast feeding—42 per cent 

3. Artificial feeding only—9 per cent 

Advantages of breast feeding: Respira- 
tory tract infections (colds, bronchitis, 
pneumonia) and gastrointestinal tract in- 
fections (diarrhea, dysentery) are fewer 
in the breast fed babies. 

Total deaths are three times as high 
in the artificially fed group. This may 
be considered a controlled series, as all 
babies had the same care. 

Establishing Breast Feeding: The baby 
should be given the breast only (plus 
water every 4 hours) for the first week. 
This procedure stimulates the breast 
and the flow of breast milk. Over 90 
percent of babies will nurse under this 
simple rule. 

Diarrhea of New Born: Diarrhea of 
the newborn usually occurs in artificially 
fed infants. We have saved premature 
babies by giving breast milk. In practi- 
cally every case, the baby gained weight, 
over the prefeeding weight, showing that 
the breasts is secreting milk. 

Duration of nursing: Five to ten minu- 
tes every four hours is usually sufficient 
for a nursing (as shown by gain in 
weight). Longer nursing tires the baby 
and tends to cracked nipples. 

The reason that many mothers, who 
had ample breast milk while in the hos- 
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pital, do not have sufficient breast secre- 
tion when they go home is because of 
the worries incident to care of family 
and home. Psychological reactions af- 
fect the secreting glands. 


> 


Rural Obstetrics Office Delivery 


Office delivery of patients in rural 
areas, instead of home delivery by mid- 
wives or physicians, is recommended. 
Constant supervision by the office nurse 
is possible, the doctor’s time is saved, 
complications can be handled more eas- 
ily and safely, and patients may return 
to their homes 6-24 hours after delivery. 
One doctor has delivered 95-100 patients 
yearly for 12 years in his office, with 1 
maternal death during the 12 years and 
10% morbidity. Another has managed 
150 deliveries in his office in 2% years 
with 2 infant and no maternal deaths 
and with very little morbidity. All pa- 
tients were well satisfied.—R. Torsrn, 


M.D., in J. M. Assn. Georgia, Feb. 1944. 


> 


Amebiasis 


More than 90% of 523 patients with 
amebiasis have been successfully treated 
as follows: Emetine-HCl is given 0.065 
Gm. subcutaneously twice daily for 3 
days and the same amount for 2 days 
after a week’s interval. If a total of 
0.65 Gm. is not exceeded in any month 
the risk of toxic reactions is only 0.05%. 
Simultaneously with emetine, arsenic 
therapy is started: a 0.25 Gm. carbarsone 
capsule is given orally twice daily for 
10 days, and, if there are no toxic man- 
ifestations, the course is repeated twice 
with a 10 day interval. Of 18 patients 
with amebic liver abscess treated in the 
same way, 15 have been well for 1 to 
many years, 2 died postoperatively, and 
1 had a recurrence. If patients fail to 
improve on the usual regimen or when 
an unknown amount of emetine or ar- 
senic has recently been administered, 
oxyquinoline drugs are used; these may 
be chiniofon, diodoquin, or the less ef- 
fective iodochlorohydroxyquinoline (Vio- 
form). Chiniofon is administered orally, 
1 Gm. t.i.d. for a week in 3 courses at 
7 day intervals. Diodoquin dosage is 0.6 
Gm. day for 10 days followed after 1 
week by another course. Although there 
are usually no toxic reactions with these 
amounts gastro-intestinal irritation may 
require smaller doses and a correspond- 
ingly prolonged course.—P. W. Brown, 
M.D., in North Carolina M. J., Jan. 1944. 


Treatment of Chronic, 
Suppurative Otitis Media 


By I. W. VOORHEES, M.D., 
New York City 


A summary of the treatment of chronic f r 


suppurative otitis media is this: 
(1) Cleanse the ear with warm, nor- 
mal saline solution. 
(2) Dry thoroughly with cotton. 


(3) Destroy granulation tissue with sil- ff 
ver nitrate stick or chromic acid ff 


bead. 

(4) Blow in 

times weekly. 

No more water should be used. Many 
cases of chronic draining ears can be 
cured without operation. 

Iodized Powder 

The iodized powder may be made up 
by the pharmacist: 

Ii Iodine crystals grs. V 

Potassium iodide’ gn. ss 
Alcohol (95 percent) M. XV 

These agents are rubbed up until thor- 
oughly mixed. Then one adds boric acid 
powder to one ounce. The mixture is 
spread out on waxed paper and allowed 
to dry. The alcohol evaporates, leaving 
behind fine flakes of powder which can 
be placed in small wide-mouth bottles. 
The powder is applied by using a small 
caliber rubber tubing about one foot long. 
A metal mouth piece at one end is con- 
venient to hold between the teeth of the 
physician. The other end of the tubing 
is thrust into the powder until an 
estimated sufficient amount is contained 
in it. The powder is blown into the 
eanal, then a small cotton wound appli- 
cator is used to push the powder until it 
covers the area in a thin film. 

140 E. 54th St. - 


Treatment of Edema 

The edematous patient with heart or 
kidney disease can usually excrete water 
well, whether he takes in 800 or 3,000 cc. 
daily. In fact, the water may act as a 
diuretic. Water restriction is not neces- 
sary, but salt restriction is. Salt holds 
edema fluid in the body. 

Every patient with heart failure and 
edema should have maximum doses of 
digitalis. 

A diet productive of acid ash (meat, 
cereals, prunes, bread, eggs, cheese—no 
fruits ur vegetables) will increase ex- 
cretion of base and its accompanying 
edema fluid. The same result is obtained 
by giving hydrochloric acid. 

Mercurial diuretics: These may be giv- 
en to the patient long before edema ap- 
pears and even before rales at the lung 


iodized powder 2 or 3 : 
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base appear, if the patient is short of 
breath or has nocturnal: dyspnea. Such 
patients are little helped by digitalis, but 
f given mercurial diuretics (as Salyr- 
‘an) repeatedly, they obtain marked 


| relief. Such diuretics should be given in 
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the morning, if possible, so the patient 
will not be kept awake by frequent urin- 
ation. 

The patient should obtain ample 
amounts of protein foods (eggs, meat) 
and any anemia should be treated.— 
N. Y. S. J. M., Feb. 1, 1944. 


+ . 


Modern Pneumonia Treatment 


Sulfadiazine is the drug of choice for 
pneumonia, as compared to sulfathiazole, 
sulfamerazine and sulfapyrazine. It is 
effective against pneumococci (all types), 
group A streptococci of all types and 
some staphylococci. 

Dosage of sulfadiazine: 1. Adequate 
levels must be maintained. 2. Necrotic 
tissue and pus contain sulfonamide in- 
hibiting substances, so that in their 
presence the sulfonamides serve only to 
prevent the spread of infection until heal- 
ing occurs or the pus is drained surgi- 
cally. 3. Start with large doses; if small 
doses are begun, the bacteria may de- 
velop resistance or ‘‘fastness’’ and are 
not affected by increasing the dose later. 
4. After oral administration, 2-6 hours 
pass before the maximum absorption has 
occurred. 

An initial dose of 4 Gm. (or 2 doses 
of 2 Gm. given 2 hours apart) followed 
by 1 Gm. every 4 hours day and night, 
is routine. 


Fluids up to 3,000 cc. must be given 
daily (3 quarts). Urinary output of 1,200 
ce. daily is required to prevent crystal- 
lization in the kidney tubules or ureters. 

Penicillin should be used from the 
start (1) where the patient is in shock, 
(2) if renal function is impaired, (3) if 
heart disease or edema is present, (4) if 
staphylococcus pneumonia is present, (5) 
in sulfonamide sensitive patients. Change 
to penicillin if (1) no response to sul- 
fonamides, (2) renal complications es- 
pecially oliguria appear, (3) drug re- 
action occurs and (4) where penicillin 
may be injected into the pleural cavity 
for pleuritis or empyema. Give 20,000 
units intravenously in 20 cc. of sterile 
saline solution, then 15,000 units intra- 
muscularly every 2 hours until improve- 
ment occurs, then 10,000 units every 
hours.—MAxwELL FINLAND, M.D., in Med. 
Clin. N. Am., Sept. 1944. 
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The Abuse of Rest as a 
Therapeutic Agent* 


By FRANK H. KRUSON, M.D. 
Mayo Clinic, Rochester, Minn. 


One of the things which has brought 
about the discussion of rest versus ac- 
tivity is a symposium by the American 
Medical Association. Another is the re- 
conditioning program established in our 
Navy and Army Hospitals through the 
country. 

Menninger holds that prescribing rest, 
vacation, and relaxation for the patient 
who has exhibited signs of fatigue and 
nervousness is entirely false in theory 
and unsound in practice. 

In getting a well-balanced program, 
consider the soma and the psyche. Then, 
decide which combinations of rest and 
activity (mental and physical) will be 
favorable or unfavorable. 

Physical and Mental rest 

Physical and Mental activity 

Physical rest with mental activity 

Physical activity with mental rest 
Some doctors have always believed and 
always will believe that there is no such 
thing as an over-dose of rest. However, 
most have been convinced otherwise as 
proven by the swimming pools in hos- 
pitals and the rehabilitation system of 
the armed forces. 

Rest is sometimes abused in pregnant 
women. It is all right for pregnant wom- 
en to work in industrial plants as long as 
they are protected to a certain extent. 
Whatever advantage is gained by the 
rest period of several years between 
births may be offset by the aging factor. 
Atrophy of muscles results from pro- 
longed rest and may be avoided by sys- 
tematic massage and exercise. 

Neuroses and psychoses are a result 
of misdirected energy rather than the 
lack of sufficient energy. One should 
utilize the energy rather than block it, 
especially in a neurotic patient. 

No thinking person would deny the 
therapeutic value of rest when employed 
discriminately, but the ordering of pro- 
longed rest without discrimination is 
to be condemned. You should ask your- 
self ‘‘Why am I keeping this patient in 
bed?’”’ It is not true that we often keep 
a patient in bed merely as a matter of 
convenience or custom. Provide early 
physical and mental activity for the pa- 
tient. 

Beginning at the moment of disability, 
you should find a correct balance be- 


*Notes from the Interstate 
Medical Assembly, 1944. 
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tween rest and activity. Consider the 
modern idea, although it may seem un- 
orthodox to you. 

Vasomotor instability and constipation 
and many other disabilities may appear 
during bed rest. If these things can be 
prevented with a little physical activity, 
why not prevent them? 


a 
Modern Treatment of Syphilis 


In the modern treatment of syphilis, 
Mapharsen (arsenoxide) is given twice 
weekly until a total of 40 injections have 
been administered, plus additional injec- 
tions of bismuth (see accompanying ta- 
ble). The recommended individual dose 
of Mapharsen is 60 mg. and of bismuth 
subsalicylate 0.2 Gm. in oil.—T. B. Tur- 
NER, M.D., in J.A.M.A., Jan. 15, 1944. 

Treatment Table 
Week 
) Bismuth subsalicy- 
late intramu&cular- 


{ ly once weekly, 5 
| doses 


oUrtcnry 


Arsenoxide (ma- 
pharsen) intraven- . 
ously twice weekly, 
total 20 injections 


{ 5 weeks 


\ 10 4 


6 
. ( Omit bismuth for 
9 


Bismuth subsalicy- 
late intramuscular- 
{ ly once weekly, 6 
| doses 
| 


Omit arsenoxide 13 
(marpharsen) for 6 14 
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Progress in Varicose Vein Therapy 


At the Massachusetts General Hospital, 
the injection treatment fails in 80 per- 
cent of cases (in providing a permanent 
cure). Division and ligation of the great 
saphenous at the highest point in the 
thigh plus use of sclerosing solutions 
yields much better results. When vari- 
cose veins follow phlebitis, a six month 
delay is instituted, and if the deep cir- 
culation is not blocked at that time, li- 
gation of the superficial veins can be 


carried out.—A. ALIEN, M.D., in Rhode 
Island Med. J., Jan. 1944. 





CLINICAL MEDICINE 






Diagnosis and Treatment 
of Epilepsy* 
By 


LT. COL. D. S. McCEACHERN, RCAMC 
Ottawa, Ontario 


Epilepsy is a chronie functional dis 
ease characterized by periodic attack: 
of loss of consciousness often  witl 
convulsions, 

We must learn to recognize and trea‘ 
those cases in which the epilepsy car 
be traced to brain damage, and to treat 
systematically the cases which must be 
labeled idiopathic or true epilepsy. 

Sometimes the attacks are due to < 
brain tumour or a serious head injury 
Check the record and find out how many 
attacks the patient has had; how often 
they occur. 

It may be necessary to induce an at 
tack so that the patient can be observed 
in one of the fits. Carry out a glucos« 
tolerance test. Take an x-ray of the 
brain and skull. 

Sometimes no cause for the attacks can 
be found. In treating these people bro 
mides and phenobarbitol are used. The 
new drug Dilantin has also proved of 
great value. They are powerful tools and 
should be used discreetly but in adequate 
dosage. Some people cannot be helped 
by medicines. 

If a change in drugs is to be made, 
the change should be gradual. You natur- 
ally have to change the dosage and the 
type of drug you are using if you are 
not getting good results. There is no 
excuse for the doctor who permits his 
patient to go on with uncontrolled sei- 
zures without trying a different regime. 
The doctor’s concern is to serve the 
patient, stop his attacks, and improve 
his mental and physical well being. 


If you should observe your patient in 
an attack, don’t put a stick in his 
mouth; a tongue will heal but a broken 
tooth will not. Put a handkerchief or 
something soft in one side of his mouth 
Do not restrain the patient during an 
attack. Do not call an ambulance and 
send the person to a hospital until you 
find out if he wants you to. 


Some patients are only bothered with 
attacks at night. Some patients have at 
tacks at the menstrual period and should 
receive better protection at that time. 

It must be remembered that you ar 
using powerful drugs in these cases, and 
that there is no standard dose for al! 


*Notes from the Interstate 


Postgraduat« 
Medical Assembly, 1944 
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patients. The type of drug and dosage 
must be made to fit the patient. 

Time and study will remove the stigma 
from epilepsy as it has cancer and tu- 
berculosis. Research will some day re- 
veal the mechanism that permits such 
seizures to occur. 
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Lobectomy in Pulmonary 
Tuberculosis 


The number of cases in which this 
type of operation will be of value is 
limited since many patients are ad- 
equately cared for by otner methods, or 
the disease process is too extensive to 
warrant operation. The indications for 
lobectomy or pneumonectomy vary some- 
what with the individual surgeon. The 
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indications which have been published 
in the literature are as follows: (1) 
bronchial stenosis; (2) open cavity after 
thoracoplasty; (3) absence of ulcerative 
bronchial disease; (4) hemorrhage and 
suppuration complicating tuberculosis of 
the lung; (5) atelectatic lobe with pos- 
itive sputum after thoracoplasty; (6) oc- 
casionally a unilobar basilar tuberculous 
cavity which does not heal after pneu- 
moperitoneum or phrenectomy and (7) 
frequent large hemorrhages not con- 
trolled by collapse therapy. Lobectomy 
or pneumonectomy has been used also 
when other treatment has failed and 
this is the only chance. A good con- 
tralateral lung is of course, necessary 
in each case in which lobectomy is con- 
sidered.—O. T. Ciacerr, M.D., in Staff 
Meeting of the Mayo Clinic, Feb. 9, 1944. 





Loosening the “Stuck” or “Frozen” Syringe 


Surgeon R. S. of New York writes that he was found a simple way to loosen a 


‘struck’ or ‘‘frozen’’ syringe. 


Water should be injected into the frozen syringe with a fine needle until the tip 
and remaining barrel are full (nc air must be allowed to remain as it will cushion 


the pressure). 


A small gauge needle, number 21 gauge, is pushed into a gauge 18 needle (see 
illustration 1) and soldered to make it watertight. 
A small syringe is then filled with water, connected to one end of the double 


needle attachment and the jammed syringe attached to the other (see last sketch in 
illustration). Pressure on the plunger of the smal! syringe exerts a tremendous 
force against the frozen plunger, especially if all air has been replaced with water. 
Also, the water is also forced under pressure between the stuck plunger and the 
barrel (indicated by the black lines extending along the right barrel). 

This is a simple device that can be made anywhere and that is valuable to 
military personnel who have little room for extra equipment. [An ejector, which is 
merely attached to the tip of the stuck syringe, has been available commercially 
for some years.—Eb.] 








Simple method to loosen a stuck or frozen syringe. See text for details. 


DYAGNOSTIC POINTERS 


Atypical Migraine 

e Many migrainous headaches are not 
preceded by flashes -of light (scintillating 
scotoma), many are bilateral, a few 
are nuchal (in the neck) in location or 
they may be so mild that the vomiting 
and abdominal pain only are complained 
about. 

They can be recognized by the typi- 
cally migrainous person who falls ill 
after getting tense, or tired or nervously 
upset. These persons are perfectionists 
who try to do everything fast and very 
well, who are upset by menstruation, a 
journey, a dinner party or a bad night’s 
sleep.—W. C. Atvarez, M.D., in Rhode 
Island Med. J., Sept., 1944. 


Bowel Motility Test: Carmine 


@ The time taken for ordinary foods to 
pass through the gastrointestinal tract 
may be measured by administering 10 
grains of carmine in 1 or 2 gelatin cap- 
sules during a meal, eaten immediately 
after the bowels have moved. Until all 
the dye has disappeared, all subsequent 
bowel movements are passed into a 
white chamber or suitable vessel where 
they can be carefully inspected in a 
good light. A record is made of the date 
and hour of the first discolored stool. 

The record is continued until all of 
the reddish discoloration has disappeared 
from the stool. The pink usually appears 
at the end of the stool passed the day 
after the administration of dye and the 
majority of the dye is passed the second 
day (40 to 48 hours after ingestion). The 
stool of the third day may be discolored. 
The test is more accurate than the bar- 
ium x-ray study, as barium alters the 
motility rate in certain patients. — 
Bockus: ‘‘Gastro-enterology,”’ (W. B. 
Saunders Company). 


“Glove” Paresthesia 


@ Paresthesia limited to the area cover- 
ed by glove or stocking is found only in 
hysteria (conversion type).—E. WEIss, 
M.D., in ‘Psychosomatic Medicine”’ 
(W. B. Saunders Co.) 


Insomnia Due to Cardiac 
Decompensation 

@ Myocardial weakness and heart failure 
often result in insomnia and nervousness, 
which must be treated with diuretics 
(intravenous mercupurin or salyrgan 1 
or 2 cc. every 2 to 4 days), absolute bed 
rest, restriction of salt in diet and digita- 
lis—P. D. Wurre, M.D., in Med. Clin. 
N. Am., Sept., 1944. 


Spontaneous Lung Signs 

@ When progressive symptoms appear, 
relative to a process in one lung which 
has followed in a patient who has not 
recently had an acute pulmonary infec- 
tion, the possibility of a malignant tu- 
mor is great.—H. C. HrinsHaw, M.D., in 
Dis. Chest, May, 1944. 


Pleural Effusion in Infants 

@ Strong percussion is the main reason 
for failure to detect small collections 
of fluid in infants. A small empyema in 
a child may cause no changes on aus- 
cultation, but a careful inspection will 
reveal a bulging of the affected side, 
while palpation may show an increase 
of the resistance and a reduction in 
respiratory excursions compared to the 
sound side. Confirmation can be ob- 
tained by the x-ray and the exploring 
needle. —M. Bera, M.D., in Med. World 
(Lond.), Mar. 3, 1944. 


Acute Pulmonary Tuberculosis 


@ Tuberculosis in young adolescents 
often arises suddenly and spreads rap- 
idly. At the onset of such illness, these 
patients are often well nourished with 
few or no physical signs. 

An immediate x-ray will usually reveal 
a deep seated area of infiltration, per- 
haps with central cavitation. Such acute 
lesions are almost always accompanied 
by symptoms. 

When the disease first starts there is 
usually an acute, short febrile illness. 
the earliest sign will be fine rales or 
crepitations after coughing, rarely found 
above the clavicle. The commonest site 
is below the clavicle and in the avilla, 
particularly the apices. 

The diagnosis must be made early. 
Therefore, a chest x-ray should be taken 
as soon as the diagnosis is suspected. 
—Med. World (Lond.), June 30, 1944. 
(Dr. C. H. Toussaint). 


286 








: 


' 












Intestinal Intubation: 
New Technic 


e The Miller-Abbott tube (double tube 
for treatment of abdominal distention 
and intestinal obstruction) can be passed 
through the pylorus in almost every case 
by (1) passing through one nostril, (2) 
aspirating stomach contents, (3) intro- 
ducing 4 to 8 cc. of metallic mercury in- 
to the rubber balloon through the small 
rubber tube, (4) push the tube in one 
inch every fifteen minutes (with the pa- 
tient lying on his right side) while the 
continuous suction is attached. Within 2 
to 6 hours the tube begins to descend 
spontaneously and the usual yellow-green 
intestinal contents appear; at this point 
the balloon can be inflated with 25 to 40 
cc. of air in the usual manner and the 
tube allowed to progress down the small 
bowel. It may not be necessary to inflate 
the balloon however, if the tube is pulled 
into the bowel steadily.—F. I. Harris, 
M.D. in J.A.M.A., July 15, 1944. 


Sulfathiazole Prophylaxis 
of Gonorrhea 


@ The administration of 2 Gm. of sudfa- 
thiazole to each soldier on beginning of 
his leave, 2 Gm. on termination of leave 
and 2 Gm. on the following morning pre- 
vented the appearance of gonorrhea and 
most of the expected cases of chancroid. 
The incidence of syphilis did not increase 
during the test periods. Men later hos- 
pitalized for other diseases showed no in- 
creased resistance to sulfonamides.— 
T. G. Ricuter, M.D. in Bull. U. S. Army 
Med. Dept., Apr., 1944. 


Morphine in Burns 

® Morphine increases the 24-hour mor- 
tality (up to 100 percent) in severe ex? 
perimental burns, particularly when 
given in large doses and with nembutal. 
Practically no 24-hour mortality occurred 
when either alone was employed. It is 
inferred that large doses of morphine, 
when used in the absence of pain, may 
increase the early mortality in severe 
human burns.—R. ELmMan, M.D. in Ann., 
Surg. August 1944. 
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THERAPEUTICS 


Treatment of Vulvovaginitis 

@ Vaginitis in children is purely a local 
infection, as a rule. There are three 
types: (a) Due to anerobic streptococci 
and B. Coli, (b) gonococcal, and (c) 
due to endocrine disturbance. 

Potassium permanganate, in 1 to 1,500 
solution used as douche through a cath- 
eter or enema tip, gives good results. 
Complications are rarely met with in 
children, but the condition is apt to be- 
come chronic or at least recurrence is 
frequent.—T. K. Brown, M.D. in Med. 
World (Lond.), March 10, 1944. 


Potassium for Meniere’s 
Syndrome 

@ Patients with Meniere’s syndrome are 
allowed a normal diet and large amounts 
of potassium chloride by mouth. Clinical 
improvement has been impressive.— 
E. E. N. T. M., April 1944. 


Persistent Glycosuria 


@ Glycosuria and hyperglycemia do not 
deserve the attention usually given to 
them. It does not matter how much 
glucose is excreted, but how much is 
retained. 

The aid given to a diabetic is in the 
utilization, i.e. oxidation and storage, of 
an amount of food required by him. 
If each patient metabolises a quantity 
of carbohydrate essential for his needs, 
and if at the same time, he is given 
enough protamine insulin to insure the 
utilization of this necessary quantity, a 
metabolic state approaching normal re- 
sults.—Clin. Proceedings (Capetown, 
South Africa), Feb. 1944. 


Peritonsillar Abscess 

and Sulfonamides 

@ Those cases of peritonsillar abscess 
(quinsy) which yield readily to incision 
and drainage do not need sulfonamides. 
Those cases which tend to spread or 
give systemic signs are benefited by 
sulfathiazole or sulfadiazine, as they 
prevent the dreaded complications.— 
E.E.N.T.M., Feb., 1944. 


Treatment of Nosebleed 
@ Nose bleed may be checked by pro- 
longed irrigation with warm water.— 


Feurx Lryars, M.D. in ‘‘Urgent Surgery” 
(Wm. Wood & Co.) 


NEW BOOhS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill., is accompanied 
by a check for the published price of 
the book. 
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MEAKINS PRACTICE OF MEDICINE 


THE PRACTICE OF MEDICINE. By Jona- 
than Campbell Meakins, M.D., LL.D., Briga- 
dier, Deputy Director General of Medical 
Services, Royal Canadian Army Medical 
Corps; Professor of Medicine and Director 
of the Department of Medicine, McGill Uni- 
versity; Physician-in-Chief, Royal Victorian 
Hospital, Montreal. Fourth Edition. 517 il- 
lustrations, 48 in color. St. Louis: The C. V. 
Mosby Company. 1944. $10.00 


The general physician will find herein a text- 
book written with his problems in mind. Those 
symptoms that bring the patient to the doctor 
are discussed as to cause and significance. 
The author brings out the physiological ap- 
proach so that one may deduce what type of 
anatomic changes have taken place by learn- 
ing what changes have taken place in function. 

Instead of a dead recording of signs and 
symptoms, their significance is brought out 
and logical treatment indicated. 

The many teaching illustrations have been 
increased in number and quality. In this, the 
fourth edition, the text has been brought up 
to date in regard to sulfonamides, penicillin, 
psychosomatic medicine, and health aspects of 
medical practice. 

If the general physician and surgeon were 
forced to choose one volume on medical prac- 
tice, he could not do better than to select 
Meakins. a 


METASTASES: MEDICAL AND 
SURGICAL 


Thewlis 


METASTASES: MEDICAL AND SURGICAL. 
By Malford W. Thewlis, M.D., Attending 
Specialist, General Medicine, U. S. Public 
Health Hospitals, New York City; Attend- 
ing Physician, South County Hospital, Wake- 
field, Rhode Island; Special Consultant, 
Rhode Island Department of Public Health; 
Author ‘‘Care of the Aged’”’ (Geriatrics), and 
“Preclinical Medicine.’’ Charlotte, North 
Carolina: Charlotte Medical Press. 1944. 
Price $5.00. 

This book is of value to every physician and 
surgeon, regardless of specialty. 

‘Metastasis is both a surgical and medical 
roblem, yet most writers have considered it 
rom a surgical point of view only. The sub- 
ject is important medically because of the 
obvious possibilities. Even when treating a 
simple furuncle it is necessary to know that it 
can cause metastasis in the kidney and liver, 
or pyemia in infants; also that mumps 
metastasizes to the testicle, pancreas and 
breast in some instances.”’ 

“*The diagnosis of the location of tumors may 
need to be made in reverse, by knowing the 
metastatic habits of each type of tumor.” 

Chapter headings include general consider- 
ations including spread of tumor in body, 
significance of symptoms, neoplasma, infec- 
tions, infectious diseases, miscellaneous con- 
ditions, regional metastasis in all parts of the 
body. 

When a medical condition is being treated, 


the physician can refer to a list of ssible 
sites of metastasic spread and be on the look- 
out for the first signs or symptoms of each 
spread. 

From the diagnostic standpoint, if a tumor 
is found in a certain area, one can refer to a 
list of those tumors which are known to 
metastasize to that area. 

The surgeon can determine the probable 
areas of metastasis for each type of tumor 
treated, and make preparations at the original 
operation and later radiotherapy if necessary. 


sa 


PRELUDE TO SANITY 


Greiner 
PRELUDE TO SANITY. By S. Greiner. Pub- 
a by Master Publications. 1943. Price 
3.00. 

The author, if only he could write in plain, 
everyday language, would be acclaimed as a 
true philosopher. His contention that phy- 
sicians treat, not disease, but the body’s nor- 
mal reaction to disease, and thus aim at the 
entirely wrong target, is stimulating to the 
open minded physician. 

Words are a barrier to the conveying of 
ideas. The author seems to be allergic to sim- 
ple words and to short, concise statements. 
Words like “‘gerrymander,”’ ‘‘pedagogy”’ (used 
in a different sense than is usual), “‘ambival- 
ence’’, ‘“‘bionomical’’ and others, are used in 
almost every paragraph. The author writes of 
words, “Our ceaseless preoccupation with 
words and grammars so fosters and enlarges 
the dissociative trends toward which we are 
already ciathetically disposed as integrals of 
a lesioned organism, that the extent to which 
we resort to them and the skill with which we 
exploit them, are true measuring rods of our 
disruptiveness."’ 

Many interesting ideas are presented, but 
are difficult to evaluate, in the fields of 
science and human thought. 
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THE EXPERIMENTS OF NATURE 


McQuarrie 
THE EXPERIMENIS OF NATURE AND 

OTHER ESSAYS. By Irvine McQuarrie, 

Ph.D., M.D., Department of Pediatrics, The 

Medical School, University of Minnesota, 

Minneapolis, Minnesota. Published by Un'- 

versity of Kansas Extension Division, 1944 

Price $1.00. 

Three lectures, delivered at the University 
of Kansas by the author, make up this small 
volume. The experiments of nature and the ad- 
vancement of medical knowledge comprise 
case reports on unusual patients thoroughly 
studied at the University of Minnesota. The 
child who could not synthesize her own serum 
proteins and became edematous (cardiac in- 
sufficiency, nephritis and protein starvation 
were ruled out) was especially interesting 
She did respond promptly to a blood trans- 
fusion. 

Diseases of the adrenal glands in children 
comprise a group of patients with photo- 
graphs and clinical histories. 

Dr. McQuarrie was _ visiting professor of 
pediatrics at Peiping Union Medical College. 
China, in 1939-1940. He writes of medical 
conditions in besieged China. 


es 


TEXTBOOK OF BIOCHEMISTRY 


Harrow 
TEXTBOOK OF BIOCHEMISTRY. By Benja- 
min Harrow, Ph.D., Professor of Chemistry, 
City College, College of the City of Neu 
York. Third edition, revised.—W. B. Saunders 
Co., 1944, Price $4.00. 
The story of biochemistry, including its 
latest developments, is told in simple, easily 
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understood, language in the form of closely 
knit chapters. Industrial, clinical, and other 
practical applications of biochemistry are 
stressed. A new chapter is devoted to im- 
munotherapy and chemotherapy. Those de- 
siring an introductory textbook are likely to 
find their expectations fulfilled with respect 
to scope and extensity.—W. R. T. 


a 


AMINO ACIDS AND PROTEINS 
OUTLINE OF THE AMINO ACIDS AND 

PROTEINS. Edited by M. Sahyun, M.A., 

Ph.D., Director Research. Frederick Stearns 

& Co., Detroit, Reinhold Publishing Corp., 

1944. Price $4.00. 

This book is what it purports to be; an in- 
troductory text dealing with the essentials of 
the chemistry and the biochemistry of the 
amino acids and the proteins. The contributing 
authors, each of whom is an active investi- 
gator in this field, have done an excellent job 
of condensing into a concise presentation so 
many pertinent facts concerning the amino- 
acids and the proteins. For those desiring a 
more complete knowledge of the subjects 
discussed, a reading of the factual matter 
presented in this book provides an excellent 
background for further study of the literature 
on these subjects.—W.R.T. 
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CIVILIZED DISEASES 


Sokoloff 
THE CIVILIZED DISEASES: You Can Cure 

Them. A Modern Medical Guide. By Boris 

Sokoloff, M.D. Published by Howell, Soskin, 

Publishers, Inc., 1944. Price $2.00. 

This book is a conglomeration of gossip and 
science without much science except some 
few facts gleaned from the medical literature 
to prove a certain point. 

I would not consider the book of sufficient 
value or even interest to sit down and give 
it a careful review. I think books of this type 
should be discouraged as they are of no 
value. They are unrevealing to the practitioner 
and misleading to the general public. W.B.K. 


Sa 
PHOTOGRAPHY 


Neblette 
PHOTOGRAPHY, ITS PRINCIPLES AND 

PRACTICE. By C. B. Neblette. Counselor 

and Administrative Head, Department of 

Photographic Technology, Rochester Athe- 

naeum and Mechanics Institute and Fellow 

of the Photographic Society of America and 
of the Royal Photographic Society of Great 

Britain with chapters by Ralph H. Braden, 

Howard C. Colton and Silas M. Thornson, 

and J. W. Gillon.—D. Van Nostrand Com- 

pany, Inc., 1944. Price, $7.50. 

The increasing number and variety of 
cameras on the market, when you can find 
the latter, are exceeded only by the number 
and variety of types of camera fans. The 
plodding truer-than-naturist, the nature-be- 
damnedist, the table-top maniac and the dis- 
locators of umbilicus are legion. Neblette’s 
“Photography, its Principles and Practice’’ is 
not for them. No tricks are expounded, no 
theory on vision in art. The absorbing problem 
of how to make an enlarger from a _ waste- 
paper basket, the rib of an umbrella and 
Aunt Minnie’s hand-painted lamp has been 
overlooked. But the man who is baffled by 
the choice of a lens, the experimenter in fine 
grain developers, the photographers to whom 
carbro printing is an oe hobby, will be 
well rewarded by the study of that part of the 
book relating to his problem. 

There is no denying that the subject is 
arid and that the authors have not coddled 
the reader and yet, compared with other 


289 


works of so-called layman’s photography, 
Neblette’s book is more lucid, more easily 
digested because of its intelligent writing and 
its profusion of charts and diagrams. The 
chapter on photographic optics and that on 
photographic sensitometry are particularly 
valuable. Those who have attempted color 
reversals might wish for a longer discussion 
of the subject, particularly of its hazards, 
but, on the whole and within the limits of a 
single volume, Neblette’s book supplies fairly 
completely the basic knowledge necessary to 
operate a camera and to finish a picture. Its 
judiciously selected bibliography is not its 
least asset for the serious student.—V. C. 


+ 

CONTROL OF PAIN IN CHILDBIRTH 
Lull and Hingson 

CONTROL OF PAIN IN CHILDBIRTH: Anes- 

thesia, Analgesia, Amnesia. By Clifford B. 

Lull, M.D., F.A.C.S., Professor of Obstetrics, 

Jefferson Medical College and Robert A. 

Hingson, M.D., Surgeon, U. S. Public Health 

Service; Director, Post-graduate Medical 

Course, Lying-In Unit, Pennsylvania Hospital. 

ors B. Lippincott Company, 1944. Price 

50. 

Here is brought together the technics used 
by many authorities in control of pain during 
delivery, with special emphasis on the con- 
tinuous caudal analgesia. Beautiful illustra- 
tions show proper and improper insertion of 
needles, the anatomy of the spine and caudal 
area, and the nerves supplying the uterus. 

Hingson, one of the originators of continuous 
caudal analgesia, contributes a very conserva- 
tive balanced estimate of the number of 
patients who may enjoy this technic: “It is 
not a procedure to be used in the home or 
poorly staffed hospitals; this eliminates 170 
per cent of American births. Forty per cent 
of parturients delivered in well staffed matern- 
ity units present contraindications. . .Thus if 
every hospital in the United States used this 
form of obstetric management in every suit- 
able case, only 12 per cent of women could 
benefit. . . In all probability, this means that 
less than 1 per cent of American mothers 
will have this method for the next five years."’ 

Contributors have discussed all types of 
anesthesia and the various gases, amnesia, 
sedation, and various technics of analgesia 
including local infiltration and pudendal block 
that can be used in the home. 


a. 


INFANTS WITHOUT FAMILIES: 
The Case For and Against 
Residential Nurseries 


Freud and Burlingham 
INFANTS WITHOUT FAMILIES: THE CASE 

FOR AND AGAINST RESIDENTIAL NURS- 

ERIES. By Anna Freud and Dorothy Bur- 

lingham — International University Press, 

1944. Price, $2.00. 

This report, which raises a host of questions 
“for and against residential nurseries,”’ with- 
out answering more than a few of them, will 
be of interest not only to pediatricians but to 
all physician and laymen concerned with the 
institutional care of small children. It des- 
cribes observations on the psychologic be- 
havior of small children raised in a nursery. 
The authors are keen observers, and relate 
their experiences in understanding detail. 
The muscular activities of their infants seemed 
to be a little in advance of comparable chil- 
dren being raised at home, whereas speech 
and emotional growth were influenced un- 
favorably. One can praise this small book for 
its clarity and meatiness without necessarily 
accepting all the psychoanalytic interpreta- 
tions which inconspicuously conclude most of 
the chapters.—I. J. W. 
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